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AUTHOR'S PREFACE. 



So rapidly has our knowledge of Oral and Pharyngeal Diseases, 
and particularly of Diseases of the Nose, — the significance of which, 
however, has not as yet been sufficiently appreciated, — extended of 
late, that it is now impossible, either for the practitioner or the 
student, to avoid bestowing on them a measure of attention. There 
are certainly many good works and writings on these subjects 
already, but most of them seem to be either too voluminous or 
too short I have therefore very gladly complied with the request 
of the publishers to write a short but exhaustive treatise on the 
subjects, all the more because, having worked for twelve years at 
the literature as well as the practice of these diseases, I have now 
come to know exactly what the practitioner requires. The arrange- 
ment may appear unusual to some, but I think it is as good as any 
other. Throughout the work great stress has been laid upon the 
objective condition. This has appeared to me absolutely necessary, 
on account of the great number of diseases which have similar 
symptoms ; in fact, in diseases of the Mouth, Pharynx, Larynx, and 
Nose, one is almost compelled to base the diagnosis on the objective 
symptoms alone. The more detailed discussion in some chapters 
is explained by the frequency and importance of the affection 
described. Whoever inclines to think the treatment described in 
too special a manner, should bear in mind that no simpler, and at 
the same time efficient, method is possible. The reader will find 
the services of others suitably acknowledged, but at the same time 
will not miss the independent exi^erience and criticism of the author. 

Dr PHILIP SCHECH. 
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PREFACE TO THE TRANSLATION. 



This translation was undertaken with the idea of presenting to 
the Profession a short and concise work on the subjects it deals 
with. The very favourable criticisms of the book in the German 
Medical Journals show that it is one deserving the attention of all 
interested in this branch of Medical Science. It was written by 
Dt Schech, as a companion volume to Dr J. Gottstein's '' Krank- 
heiten des Kehlkopfes," which has been translated by Dr. M 'Bride. 

In the Appendix will be found a few Notes, which it is hoped 
will add to the value of the book. I am glad of this opportunity of 
thanking Dr M*Bride for the interest he has taken in the work, and 
his kindness in revising the translation, and Dr M*Kenzie Johnston 
for revising the proof sheets. 

R. H. BLAIKIE. 

Edinburgh, March 1886. 
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DISEASES OF THE MOUTH. 



I 



ANATOMICAL AND CLINICAL INTRODUCTORY 
REMARKS. 

The mouth is that cavity bounded in front by the lips, at the sides by 
the mucous membrane of the cheeks, above by the hard palate, 
behind by the velum palatinum, and below by the tongue and those 
muscles that pass from the inferior maxilla to the hyoid bone. By 
the protrusion of the alveolar processes of the upper and under Jaws, 
the oral cavity is divided into two parts, the smaller (vestibulum oris) 
in front, the larger (cavum oris proper) behind. These two parts 
communicate with each other by means of an interstice lying 
between Ihe last molar tooth and the anterior edge of the coronoid 
process of the under jaw. The aperture of the oral cavity in front 
(rima oris) is formed by the lips, two very flexible organs, whose 
covering is continuous with the mucous membrane of the digestive 
tract, and each of which is joined to the gum by a small fold of 
mucous membrane (frenulum labii super, et infer.). The mucous 
membrane of the lips is continuous, on the one hand, with that on 
the inner surface of the cheeks, on the other with that of the 
alveolar processes of the upper and lower jaws, thence extending 
through the spaces between the teeth on to the hard palate, and by the 
lingual ligament on to the tongue and the excretory ducts of the sub- 
lingual and submaxillary glands. Although the anterior surface of 
the soft palate anatomically belongs to the oral cavity, it will be 
considered, for purely practical reasons, under the structures of the 
pharynx. 

The most important constituent part of the oral cavity is the tongue. 
Its superior convex surface, as far back as the isthmus fauctum, is 
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supplied with organs of touch and taste, making it appear rough and 
ragged. To be distinguished are small thread-like elevations — the 
Filiform Papillae, which are scattered over the whole superior sur- 
face in large quantities, giving it a rough furred appearance ; and the 
Fungiform Papillae, larger than the former, and dispersed among 
them like little red buttons or conically shaped knobs ; and lastly, 
the Circumvallate Papillae, situated in the form of a V at the isthmus 
faucium. The last named, rising considerably above the rest of the 
membrane, are often regarded by anxious people as pathological 
products. The most posterior part of the tongue between the 
circumvallate papillae and the epiglottis has on it only a few well- 
developed follicular glands. 

Very various appearances are met with on inspecting the superior 
surface of the tongue. While in most cases it is smooth and regular, 
it often appears furrowed and fissured, both longitudinally and 
transversely (rarely the latter). Frequently, under normal as well as 
pathological circumstances, the impression of the teeth is found on 
the edges of the tongue. The term cat or strawberry tongue is used 
when the papillae are more prominent, as is usually the case in 
scarlet fever. 

The mucous membrane of the dorsum of the tongue is covered 
with a white or whitish yellow substance, which towards the tip of 
the tongue gradually diminishes, or even disappears entirely, becom- 
ing thicker in the middle, however, especially towards the isthmus 
faucium. This is the fur or coating of the tongue, and, according to 
Unna, depends on the ciliated filiform papillae. In many quite 
healthy persons the coating of the tongue attains a certain thickness, 
otherwise seen only in pathological circumstances. This pathological 
coating is caused in most cases, according to Unna, by the swelling 
of all the hair-like processes of the filiform papillae. The white of 
the coating is regulated by the distention of the superior layer of the 
epidermis, although fungus growths also appear in it. Dryness of 
the upper surface of the tongue, as well as a dirty brown fur, 
is observed in persons suffering from fever or diabetes, or in those 
who cannot breathe through the nose. A black or dark brown fur 
may be due to medicines, food, or to coagulated blood from small 
fissures in the mucous membrane. 
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The form of the tongue coating is very varied. It appears some- 
times in longitudinal sttiK at the edges or in the middle of the tongue, 
sometimes in rounded or oval spots, sometimes in spiral lines and 
circles, with a red centre, and sometimes in united patches or blotches. 
This coating, examined through a microscope, is observed to consist 
principally of young or old epithelium in various stages of fatty 
degeneration, remnants of food, fatty molecules, mucous corpuscles, 
fungus fibres {Leptothrix buaa/is), and different kinds of zoogloea, 
rod-shaped as well as circular. 

The size of the tongue varies as much as its powers of motion. 
Inequality of the halves of the tongue is a sign of atrophy ; inclination 
of the tip to one side indicates hemiplegia ; and fibrillar twitching or 
restlessness when the tongue is protruded is a sign of paresis, anxiety, 
or fever. 
L The mucous membrane of the oral cavity is not at al! places equally 
I firmly connected with the underlying structures, It is most firmly 
r attached over the hard palate, more loosely at the places where it 
passes to the gum and lips. Its epithehum is of the pavement variety, 
which on the tongue is constantly being shed. It is particularly rich 
in mucous glands, of which the excretory ducts, as small as pin points, 
are easily recognised, while the acini, united in groups, shine through 
the mucous membrane of the lips. 
■ The tongue is specially rich in lymphatic vessels. The capillaries 
V of the mucous membrane and of its papillje form extensive net-works, 
r capable of being injected, which unite to form larger branches, and 
anastomose with those of the pharynx and tongue. Of lymphatic 
glands particularly to be mentioned are the anterior auricular, the 
deep facial, and, above all, the .submaxillary, together with the super- 
ficial and deep'lying cervical and jugular glands. 

The arterial supply of the oral cavity springs from various sources. 
The external maxillary artery, for example, sends a submental branch 
for the skin and muscles under the chin, glandular and muscular 
branches for the parotid and submaxillary glands, the digastric, 
stylohyoid, masseter, and internal pterygoid muscles, and coronary 
I branches to the upper and lower lips ; the posterior auricular artery 
I from the external carotid suppUes the parotid gland, the digastric 
f muscle, stylohyoid, styloglossus, &c. ; similarly the temporal artery 
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supplies the parotidi and by means of the transverse facial the cheek 
and face muscles ; to the teeth go branches of the internal maxillary, 
the inferior dental to the teeth of the under jaw, the superior alveolar 
to those of the upper jaw, and, lastly, branches of the internal maxillary 
also supply the muscles of mastication. 

The tongue, however, contains the largest vessels. The lingual 
artery from the external carotid arises at the level of the large horn 
of the hyoid bone, and, passing between the hyoglossus and middle 
constrictor of the pharynx, enters the tongue. Its ramifications in the 
tongue substance are called the hyoid, dorsalis linguae, sublingualis 
and profunda linguae or ranine ; the last is the largest branch and 
enters the tongue near the frenulum linguae, therefore it may be 
easily injured in operations on the floor of the oral cavity, as, for 
example, cutting the frenulum. 

The veins — buccal, superior and inferior labial, masseteric, parotid, 
and submental — flow into the anterior facial ; the transverse facial, 
alveolar (super, et infer.) and parotid flow into the posterior facial ; and 
the lingual veins, arising under the tip of the tongue, into the internal 
jugular. 

The nerves of the oral cavity contribute to the sense of touch, the 
sense of taste, and also to the movement of the muscles. 

The nerves of sensation spring from the trigeminus, those of taste 
from the glossopharyngeal. A specific sense of taste is ascribed to 
the lingual branch of ithe trigeminus, particularly to the chorda 
tympani (which is contained in it and arises in the facial), because it 
extends to those regions of the mucous membrane of the tongue 
which the glossopharyngeal does not reach. 

The mobility of the tongue is due to the hypoglossal nerve ; its 
branches reach to the following muscles — hypoglossus, geniohyoid, 
genioglossus, longitudinalis and transversus linguae. The mylohyoid 
muscles, as well as the anterior belly of the digastric, receive their 
. nerve supply from the third branch of the trigeminus, the masseter 
from the motor portion of the trigeminus, the orbicularis oris, as also 
the muscles of expression, from the facial. 

The muscular structure of the oral cavity consists of the muscles 
of the lips, cheeks, and tongue. 

Among the muscles of the cheeks the most important is the 
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orbicularis oris. It shuts the mouth, forms the lips for whistling, 
kissing, and blowing, lengthens them into a long narrow channel, as 
in sucking. 

To the muscles of expression belong the levator labii superioris, 
levator and depressor anguli oris, the zygomatici major and minor, 
the risorius Santorini, levator menti, &c. 

Of the muscles of the cheek the buccinator is to be noticed. If it 
acts alone, it widens the oral cavity transversely \ if this widening be 
prevented by the simultaneous acting of the orbicularis oris, it 
presses the cheeks on the teeth, or it contracts the oral cavity when 
filled with air, which, if the lips slightly part, will escape with force, 
as in playing on a wind instrument — hence called the trumpeter 
muscle. 

As muscles of mastication are reckoned the temporal, the masseter, 
and the pterygoids (internal and external). They all have the 
function of drawing the lower towards the upper jaw ; the external 
pterygoid not only raises the lower jaw, but pushes it forwards, and 
if one muscle only acts, towards the opposite side, being assisted 
by the internal pterygoid. 

The floor of the oral cavity is formed by the digastric (biventer), 
mylohyoid, geniohyoid, stylohyoid, genioglossus, hyoglossus, and 
styloglossus muscles. 

The tongue itself is composed of three special muscular layers, 
confined to it alone, as well as of the interwoven fibres of the 
genioglossus, hyoglossus, and styloglossus. 

The superior longitudinal stratum, immediately under the mucous 
membrane, inserts its bundles (fasciculi) between those of the genio- 
glossus. The inferior surpasses the superior in strength. It extends 
between the genioglossus and hyoglossus on the inferior surface of 
the tongue as far as the tip. The transverse muscular stratum 
— transverse lingual — arises from the lateral surfaces of the septum 
linguae. Its fibres run outwards and upwards, the inner go to the 
dorsum of the tongue, the outer to the edge, and push themselves 
through between the longitudinal fibres of the genioglossus and 
hyoglossus. 

The genioglossal muscles draw the tongue forwards and push it 
out, the hyoglossal draw it back. Working simultaneously, they 
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flatten it out Individual muscular fibres can contract independently 
of each other, whereby the tongue may move up and down, and to 
right or left, as well as form itself into an arch or a gutter. 



METHODS OF EXAMINATION. 

The chief method of examining the oral cavity is by in- 
spection. 

Common daylight may be allowed to fall into the oral cavity, or arti- 
ficial light when the other is impracticable on account of dull weather, 
or at night. One should never omit to examine very carefully the teeth 
and gums, which is done by inserting the fore-finger into the comer 
of the oral cavity, and drawing back the cheeks, or turning over the 
lips. Great difficulty is often experienced in examining the mouth. 
While singers, or those acquainted with the art of singing, can, with- 
out exception, put their tongue into any desired position, inex- 
perienced persons are most awkward, especially ban-vivants^ stout or 
timid people. Such people generally, at the mere attempt to put 
out the tongue, have an inclination to retch or vomit, and a rotatory 
movement of the organ cannot be prevented. In them, also, fissures 
in the lingual ligament frequently result. It is well known how very 
difficult it is to make a laryngoscopic examination on account of the 
so-called rising of the tongue. 

The posterior part of the tongue is best examined by the laryngeal 
mirror, although palpation also is of great service. The latter is 
indispensable in defining the extent and consistence of tumours or 
foreign bodies, as well as the nature of the bases and edges of ulcers. 

Important conclusions are come to in many cases by means of the 
sense of smell, as well as by chemical analysis of secretions in the 
mouth, and also by microscopic examination of the fur, secretions, and 
constituent parts of tissues. 



MALFORMATIONS, ANOMALIES, AND DEFORMITIES. 

Among defects of the oral cavity are first to be considered those 
fissures which are formed by the individual parts of which the face 
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MALFORMATIONS, ANOMALIES, AND DEFORMITIES. ^ 

is composed, being developed separately; or, in cases in which 
separation is norma! at a cenain stage of development, by their not 
afterwards uniting. 

The best Icnown and most common malformation is deft or 
hare-lip. It usually affects the upper lip to one side of the middle 
line, and often extends to the ala nasi, or into the nostriL Of 
clefts within the mouth itself is to be mentioned fissure of the jaw 
the incisor and eye-tooth. This fissure may extend to the 
hard palate, thus producing cleft palate, or, when occurring on both 
jides, " Wolfsrachen," or wolf's jaw, in which case, generally, the lips 
and soft palate are also divided. The most important consequence of 
this malformation is inabihty to talce nourishment. As sucking is 
rendered difficult, the child cannot thrive ; and when nourishment 
is given with a spoon, a portion of it is ejected through the nose. 
Partial or complete closure of the mouth, through union of the lips, 
has been observed, as also abnormal smallncss of the oral opening — 
"Microstomia"— so that sometimes a probe can scarcely be passed. 
Further, shortness of the lips — " Brachylia " — double formation of the 
lips, abnormal fistulse, and, lastly, abnormal connections between the 
lips and the alveolar edges of the jaws or palate, are sometimes seen. 

Hypertrophy of the lips is relatively frequent. It is sometimes 
hereditary, sometimes acquired, and depends on hypertrophy of 
the interstitial connective tissue. The thick upper lip of scrofulous 
and tubercular children is well known, as also the same condition in 
adults, caused by repeated inflammation of these parts. 

Congenita! anomalies, such as the complete absence of the tongue. 
Or its excessive or defective development, have been observed, as 
also connections between it and the gum or floor of the oral 
cavity, and deficient or excessive length of the frenum linguK. 
Formerly much mischief was done while trying to remedy abnormal 
shortness of the frenum, and every possible defect was attributed lo 
the supposed existence of this abnormahty. It is true, however, that 
in cases where the frenum is inserted loo near the front, the motions 
of the lip of the tongue are Umited, and sucking and speaking 
rendered difficult ; whereas over-length of the frenum causes the 
so-called swallowing of the tongue, which in sucking rises against the 
hard palate and produces dyspncea. 
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It may be mentioned here that SchafTer once observed a nsevus of 
the face which extended to the mucous membrane of the mouth, 
throat, and larynx. • 

As the treatment of the above anomalies, &c. belongs to the pro- 
vince of general surgery, it is sufficient only to mention them here. 



CATARRHAL STOMATITIS. 

Synonyms. — Stomatitis Catarrhalis. 

Inflammation of the oral cavity is distinguished in its simplest form 
by erythematous reddening and swelling of the mucous membrane, 
the secretion of which is generally increased. 

Etiologically there is a primary or idiopathic, and a secondary or 
S3rmptomatic stomatitis. 

Primary stomatitis may be due to mechanical, chemical, and 
thermal irritants, such as sharp teeth, dental caries, teething, con- 
tinued difficulty in sucking in consequence of scarcity of milk 
in the breasts, bad nipples, too hot, cold, highly seasoned, or 
acid food, ingesta with sharp edges, nuts, almonds, unripe fruit, 
alcohol, tobacco, mineral acids, and caustic alkalies. Epstein ascribes 
the extraordinary predominance of diseases of the mouth in infants 
to the irritation of the air, the mechanical act of sucking, or the 
tenderness of the epithelium, and the often too energetic cleansing 
of the oral cavity on the part of midwives or others in charge of the 
child. 

Secondary stomatitis accompanies most fevers and infectious 
diseases, such as scarlatina, measles, and small-pox, as well as most 
affections of the gastro-intestinal canal. And lastly, it appears after 
the use of certain medicines, such as iodine and mercury. 

Among the subjective symptoms pain is the most prominent. The 
sensitiveness noticeable when the ingesta are first received increases 
to intense pain, especially at the tip of the tongue, when mastication 
is attempted. Children refuse the bottle, or, as soon as they lay 
hold of it, drop it, crying and screaming. Most patients complain 
at first of heat and dryness in the mouth, and afterwards of a super- 
abundance of viscid secretion. Taste is considerably changed ; 
all food, but especially that of aromatic flavour, either has no taste 
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\ bad one — for instance coffee, which most patients reject sooner 
I than anything else. This putrid, insipid, or clammy taste must be 
partly due to the decomposition of secretions, and partly to change 
in the gustatory nerves. 

Although adults may suffer but little physically from this affection, 

yet it is easy to understand that infants and young children may be 

much weakened, and even eventually cut off, through a prolonged 

attack of stomatitis. 

The objective symptoms consist in a more or less pronounced 

I redness and swelling of the mucous membrane. The tongue, as also 

I ihe cheeks, show impressions of the teeth ; the mucous membrane is 

I covered with a whitish, viscid, insipid, or decomposing mucus, which 

I is very rich in cells and nuclei, and reaches a considerable thick- 

I ness, especially on the tongue and gum. The papillae of the tongue 

I are swollen, stand out prominently, and are separated by deep 

I furrows; their investing epithelium is much infiltrated, and of a 

whitish grey or yellowish colour. In rare cases, the epithelium is 

I thrown off, and the bright red, sometimes bleeding tops of the 

I papillx appear (Papillitis). 

If the disease be localised in the gum (Gingivitis), the discomfort 

\, on the whole, less -serious. It (the gum) appears deep or bluish 

I red, and the processes between the teeth are swollen and covered 

with a greasy secretion, Inflammation of the gum behind the upper 

incisor teeth and the neighbouring parts of the hard palate is very 

painful. The natural and abundant folds of mucous membrane 

found here swell to thick tubercles, which are extremely sensitive to 

touch, although they appear but slightly reddened. The mucous 

membrane of the hard palate is reticularly injected, and the mucous 

glands appear swollen and project visibly, sometimes as whitish 

grey or reddish grey papules as large as a millet seed, or as clear 

hemispherical vesicles. 

L Ulcers do not occur in catarrhal inflammation of the mouth, except 

I in children or in bad cases of typhoid, and then at the most they only 

go so far as to cause shedding and loosening of the epithelium. 

The course of acute idiopathic stomatitis is favourable, as the 
symptoms begin noticeably to disappear generally in a few days j the 
symptomatic form is favourable in its prognosis, its course corresponds 
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to that of the primary disease, and is often very protracted ; indeed a 
case of chronic stomatitis has been known to last months and even 
years, as long as the diseases which excited it remained. 

Treatment — The treatment must before all things be directed 
against the exciting causes; injurious ingesta forbidden, smoking 
left off, defective teeth extracted, bad breasts discontinued, and in- 
ferior bottles replaced by better ones. 

The diet must be limited to fluid or quite soft substances, as milk, 
eggs, and soup, which, on account of the extraordinary sensitiveness 
of the oral cavity, should be taken lukewarm or cold. Acid or 
strongly saccharine fruit juices are also to be forbidden, the best 
fluid being pure and fresh spring water. The much recommended 
aerated mineral waters often cause a pricking, burning sensation, and 
should not therefore be much used. 

The indicatio morbi renders local treatment of the diseased mucous 
membrane necessary. In a case of diffuse inflammation medicated 
mouth washes are simplest, and cause the least inconvenience to the 
patient. They are kept in contact with the walls of the oral cavity 
for the longest possible time by slightly dilating the cheeks. But 
one must be as careful in the choice of ingredients as in their con- 
centration. 

Chlorate of potassium in one to two^ per cent, solutions is most to 
be recommended, also borax and boracic acid in one to four per 
cent, solutions, without the addition of honey or syrup. Weak solu- 
tions of astringents, tannin, sulphate of zinc, and alum, are also 
of use. In circumscribed disease, as, for example, gingivitis, with 
loosening of the gum, painting with glycerine of tannin (50 grs. 
ad 5i-)> tinct. gallar., or tinct. kram., is useful. The last two 
are specially useful as mouth washes, mixed with tinct. myrrh, and 
diluted with water (one tea-spoonful to 200 grammes).* Children 
who cannot rinse out the mouth must have the oral cavity carefully 
cleansed with cold water after each meal, and then washed out by a 
clean linen rag dipped in the solutions above mentioned, especially 
with borax (grs. 50 ad Si-) or boracic acid (grs. 10 ad Ji.), or the 
applications may be made with a flne hair pencil. 

* One per cent = approximately gr. v. ad ^\, 
' 200 grammes = 6% ounces. 
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PHLEGMONOUS AND PARENCHYMATOUS STOMATITIS. 

.S7«on>'''w— Stomatitis Phlegreionosa et Paienchymatosa. 

Cases of phlegmonous inflammation of the oral cavity are rarer 
than those of the catarrhal form. 

The cause is most frequently injury, as, for example, from foreign 
bodies, cauterisation, and sloughing as a result of swallowing caustic 
alkalies and acids. Erysipelas of the face may spread to the mucous 
membrane of the mouth, and produce vesicles, as well as phlegmonous 
swelling. Diffuse phlegmonous stomatitis is sometimes an inde- 
pendent disease, sometimes secondary to severe fevers, such as typhoid 
and scarlatina. It has its seat in the submucous connective tissue 
of the lips and cheeks. 

The first symptoms are high fever, pain in speaking and eating, 
increased salivation, and exceedingly tender brawny hardness of the 
affected part. Later on, in the course of the disease, there are found 
here and there abscesses of varying size, or diffuse purulent infiltra- 
tions, which open into the mouth, and may lead to death from 
pysemia or septiaemia. 

The tongue is relatively most frequently attacked by inflammations 
of a phlegmonous type, whicJi penetrate deeply into the tissue, the 
so-called " parenchymatous inflammations." 

The tongue also swells rapidly when injured, as for example by 
pricks from foreign bodies, the stings of flies, wasps, or bees, or from 
infection from anthrax, but sometimes, loo, without any demon- 
strable cause. Sometimes only one-half of the organ is affected, 
which fact leads some observers (Gu^neau de Mussy and Dyce 
Duckworth) to attribute the affection to nervous influences. The 
swelling is due sometimes to cedema, sometimes to inflammatory 
infiltration of the parenchyma, which may be re-absorbed, or lead to 
suppuration. The symptoms of acute phlegmonous glossitis consist 
in the great and rapidly increasing enlargement of one or both halves 
of the tongue, which becomes too large for the mouth, and protrudes 
from between the lips, or presses against the back wall of the throat 
and larynx, thus causing asphyxia. These symptoms are generally 
accompanied by fever, intense pains, increasing to such a degree that 
partaking of food is rendered impossible, very profuse salivation, and 
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foetor. In the circumscribed form hard infiltrations often arise, which 
may be sooner or later re-absorbed, but generally develop into 
abscesses. Most frequently these occur on the base of the tongue, 
in front of the epiglottis, and on the side or tip. 

Macrogiossia, or prolapsus lingua^ is to be regarded as a chronic 
parenchymatous inflammation of the tongue. 

It is sometimes hereditary, sometimes acquired, and consists in 
hypertrophy of all the tissues which constitute the tongue. Generally 
it is bilateral, though, according to Maas, it may affect only one side. 
We must ascribe acquired macroglossia to frequent inflammation or 
injury of the tongue, e.g., bites, which are common in epileptic patients. 
The truly frightful enlargement of the tongue is the most prominent 
symptom, and causes it to protrude. It is forced out between the teeth, 
and on account of its dry condition is covered on its superior surface 
with fissures. The alveolar edges of the teeth, on account of the 
constant pressure of the hypertrophied organ, are forced outwards in a 
horizontal direction, the gum loosens, and the teeth fall out. Copious 
salivation, pain in eating and speaking, and an indistinct and stam- 
mering utterance are also constant symptoms. 

On the boundary line between neoplasm and chronic inflammation 
we find glossitis syphilitica indurativa. 

In the mucous membrane of the tongue, as also in its interstitial 
connective tissue and muscles, there is a prohferation of cells and 
increase of connective tissue, thus causing the tongue to be enlarged 
sometimes in one place, sometimes in another, and sometimes in its 
entirety. The organ is hard to the touch, and, in the circumscribed 
form, nodular, but absolutely painless. After some time the con- 
nective tissue shrivels up, and thus the tongue, being deprived of 
nourishment, appears rough and shrunken on its superior surface. 
This resembles, therefore, the process we see in other organs, as, for 
example, in the liver (hepatitis syphilitica or cirrhosis). 

Among the chronic parenchymatous inflammatory processes of the 
oral cavity must be also reckoned myxadenitis labialis or cheilitis 
glandularis apostematosa, described by Volkmann. 

It manifests itself by considerable swelling of the under lip, the 
mucous glands of which appear enlarged and develop into small 
abscesses. The swelling of the lip is developed gradually and with- 
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Pout special pain ; it becomes hard, finn, and often so bulky thai it 
\ is quite immoveable. At the same time the mucous glands become 
as large as a millet seed, and rough, the excretory duct is widely 
dilated, and a muco-purulent secretion exudes on pressure. Boils 
are generally formed, which sometimes burst into the mouth, some- 
times open externally, and often for months excrete muco-purulent 
secretion. In these cases we cannot trace a connection with syphilis, 
Volkmann recommends the following treatment; — Internal admini- 
stration of iodide of potassium, antiseptic washes ie-g-, chlorate of 
potassium), and slight cauterisation of the lip. 

Treatment, — The treatment of acute phlegmonous inflammation of 
the mouth and of glossitis must be energetic and antiphlogistic, — e.g., 
ice compresses, application of pieces of ice to the tongue, and paint- 
ing with diluted tincture of iodine (i : 8). Deep scarification of the 
tongue longitudinally should be employed in threatening suffocation, 
and will usually be followed by speedy improvement. Should this 
treatment not relieve dyspncea, tracheotomy must be performed. If 
it be difficult to administer medicines internally (quinine, for ex- 
ample, in high fever, or where the symptoms are of a pyasmic nature), 
it must be attempted per clysma, and in like manner action of the 
bowels must be procured. Should the diffuse swelling decrease 
and symptoms of abscess appear, warm washes must be ordered, and 
when fluctuation becomes marked, the abscess should be opened as 
I soon as possible. Afterwards antiseptics are to be recommended, 
I such as chlorate of potassium, carbolic, boracic, and salicylic acids. 
In macroglossia excision of a wedge-shaped portion, horizontally and 
vertically, is very useful, as also is ignipuncture, by means of which 
Helferich accomplished an almost complete cure in one case. Com- 
pression by means of bandages is hardly of any use, as their fixation 
is a matter of great difficulty. In glossitis syphilitica iodide of 
potassium should never be omitted. 

P EXUDATIVE STOMATITIS. 

Synonyms. — Stomatitis Exudativa, Phlyctsenulosa, Vesiculosa, 
Aphthosa. 

In the oral cavity numerous changes take place, which are not 
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very easily classifiedi either with the forms already described or with 
those to be discussed afterwards, but which on account of their 
frequency must be here considered. Under the above title it appears 
to me allowable to treat of herpes, pemphigus, variola, and aphthas ; 
against this classification no argument grounded on pathology can be 
adduced. Vesicles and blisters containing serum occur principally 
in herpes and pemphigus ; pustules are observed chiefly in variola. 

Herpetic eruptions are specially prone to attack the lips — herpes 
labialis — and the hard palate, more rarely the cheeks or tongue. 

Etiologically, rheumatic and febrile conditions are most favourable 
to this disease; its appearance often heralds acute nasal catarrh, 
influenza, and muscular or articular rheumatism. How frequently it 
appears in pneumonia, and its almost constant absence in cases of 
typhoid, are well known. It has been maintained, but not proved, 
that herpes may be brought on by kissing or drinking out of one 
glass, although the person that has used the glass first may not have 
been suffering from the disease. Irritants, which affect the lips and 
mouth, especially food highly salted or peppered, and strong cigars, 
may, without doubt, promote its outbreak. Herpes labialis appears 
with particular preference just where the skin meets the mucous 
membrane of the lips. Sometimes on the upper lip, sometimes on 
the under lip, and sometimes on both, there suddenly appear very 
rapidly several blisters, generally in groups, varying in size from a 
pin-head to a pea, which, at first clear and transparent, become in a 
few days quite dim, and give the eruption a greyish white or greyish 
blue colour; sometimes they are filled with a purulent substance. 
The vesicles shrivel up in a few days, either of their own accord, or 
they may be ruptured by accident, especially when blowing the nose. 
Round the vesicles is a red ring due to inflammatory infiltration of 
the tissues. Should herpes be developed on the mucous membrane 
itself, it is very seldom possible to see the characteristic vesicles, 
because the elevated epithelial coating is macerated and shed in a 
.short time. There are generally small round superficial excoriations 
perceptible, standing separately or in groups, which have a yellowish 
base and red or swollen edges, on which are visible the remains of 
the elevated epithelial coating. 

While labial herpes usually only excites a sensation of heat and 
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tension or stringing when touched, herpes of the mucous membranes 
causes considerable pain, which is still more increased by attempts 
to partake of nourishment. 

The affection generally lasts a few days, but it may take a week or 
two till all the symptoms disappear. 

Larger vesicles often follow erysipelas, which progresses from the 
external skin or from the throat to the oral cavity, or they may be 
due to pemphigus, but they are also excited by other causes, which as 
yet are not satisfactorily known. 'I'his is a fitting opportunity to men- 
tion a most remarkable case, described by Sidlo, of acme develop- 
ment of vesicles and emphysema in the mouth and on the soft palate, 
which was probably due to infection from septic or putrid material. 

In rare cases, glanders, as well as foot and mouth disease, are 
localised on the mucous membrane of the mouth and throat. On 
the latter, according to Bollinger, there suddenly appear, along with 
febrile symptoms, headache, heat and dryness of the mouth, vesicles 
on the lips and tongue, more rarely on the soft and hard palate. 
These vesicles develop to the si^e of a pea, and disappear in a few 
days, leaving behind them dark red superficial ulcers and erosions. 
The common symptoms are pain in the mouth on masticating and 
speaking, diffuse redness of the mucous membrane, and difficulty in 
swallowing when the throat is affected, In glanders there appear, at 
a later stage of the disease, either simultaneously with or after the 
eruption in the nose, ulcerations on the gum, which bleed easily, emit 
a fcetid odour, and are followed by swelling of the submaxUlary glands. 

When variola develops on the mucous membrane of the mouth, 
the primary nodules develop into pustules, which burst and generate 
ulcers. The accompanying stomatitis is generally very violent, and 
the lymphatic and salivary glands swell with resulting salivation, 
when a considerable number of pustules are present. 

Another affection belonging to this class is Aphlka, 

While formerly the word aphtha was used to designate the most 
diverse conditions, the term is now limited to the occurrence of small 
fiat whitish or cream-coloured spots or erosions, which have a 
favourable course, and never contain foetid secretion. 

Opinions still differ as to the nature of aphtha. While some 
ascribe it to vesicles, others to suppurating mucous follicles, or cell 
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infiltration of the submucous connective tissue, Bohn traces it to 
croupous exudation between the submucous and epithelial strata. 
I have observed the condition repeatedly myself in adults proceeding 
from small haemorrhages in the mucous membrane. 

At different parts of the oral cavity, on the lips, cheeks, hard and 
soft palate, and especially on the tongue, there are formed spots as 
large as a pin-head or lentil, consisting of white masses, which 
are distinctly raised above the mucous membrane, and which appear 
suddenly in crops. The white coating is attached firmly at first to 
the underlying structures, is surrounded by a dark red livid border, 
and can be removed only by force, followed by bleeding ; later, the 
exudation is softened by copious secretion, and is finally raised in 
consequence of mechanical influences. Although a considerable 
mass of epithelium remains, Bohn calls this " open aphtha," and pro- 
tests against the designation of " ulcers," because under the latter term 
is understood purulent disintegration of tissue, and in many cases of 
mild and medium aphtha there is never any shedding of epithelium. 
When several neighbouring aphthous spots coalesce, as on the tongue 
for example, there are formed extended tortuous map-like spots or 
erosions, which may give rise to many diagnostic errors. 

Although one may designate changes brought about by bleeding of 
the capillaries as haemorrhagic erosions, and therefor as a special 
form of ulcer, the fact remains, that they do not differ at all from 
aphtha in their appearance and progress. The process of repair pro- 
ceeds in the following manner : the aphthous mass is gradually 
limited and shed, and then the spots, being freed from exudation 
and epithelium, quickly heal. 

Whether aphtha is indeed infectious, as many authors maintain, 
must appear doubtful. It is true that it is specially common in 
females, during menstruation, pregnancy, and the puerperal period. 
Many women suffer at each menstruation from this troublesome 
complaint ; also the influence of dentition, the partaking of milk from 
cows suffering from foot and mouth disease, as well as of gastric 
disorder, on its development, cannot be denied. 

The subjective symptoms of aphtha consist in pain and great 
sensitiveness of the mouth on partaking of food, masticating, speaking, 
or smoking. Infants and even older children refuse food, cry, and 
may become badly nourished. 
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The difierentUl diagnosis of one kind of blister and vesicle from 
the other, is not usually very difficult. Herpes is most easily con- 
founded with aphtha. While herpetic vesicles shrivel up quickly on 
the lips and form scabs, aphtha does not dry up at all. Then, again, 
on the one hand, herpetic excoriations are shallow, and appear as 
yellowish and furry erosions ; on the other hand, aphtha is distin- 
guished by greater depth and a white, fatty, thick coating. Both 
her)>es and aphtha are distinguished from syphilitic, tubercular, and 
traumatic ulcerations, by their sudden beginning, which is usually 
accompanied by fever, as also by their rapid progress. 

Treatment. — In treating all forms of exudative stomatitis, it is 
necessary to pay special attention to nutrition ; simple foods, such 
as lukewarm or coldish milk, unsalted bouillon, and soup or eggs, 
should be preferred, on account of the great sensitiveness of the 
mouth. Of course alcohol and tobacco must be strictly for- 
bidden. Since almost all moutli washes rather increase than allay 
the pain, local treatment should be limited to cleansing first with 
lukewarm water or camomile tea, perhaps with the addition of a few 
drops of tincture of opium, or rinsing with boracic acid (grs. 5-15 
^^^ ad 3L). Painting with a solution of borax or with glycerine of tannin 
^^Hibis, 15 ad 3i.) may be hkewise recommended. In cases of aphtha, 
^^^Bitcited by affection of the stomach, bitters are recommended, or in 
^^^Bome circumstances mild laxatives, and painting with a solution of 

f" ■•^' 
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Synonym. — Stomatitis Ulcerosa. 

If, together with reddening and swelling of the mucous membrane, 
the epithelium is shed, and there is superficial and deep destruction of 
tissue, the condition is designated ulcerative stomatitis or stomatitis 
ulcerosa. Although every erosion may not be an ulcer, the latter is 
constantly developed from the former, and if on this account several 
affections associated with shedding of epithelium were discussed in 
the chapter on Stomatitis Exudativa, which are reckoned by others 
as ulcerative processes, I find myself justified in doing so, when 
regarding the matter from a pathological point of view. For the 
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same reason I have thought it right to devote a special chapter to 
syphilis and tubercle of the mouth. As cases of ulcerative stomatitis, 
the so-called specific^ mouth inflammations are considered in the 
first place. These, indeed, are not always combined with ulcerations, 
but frequently end in such. 

Amongst these inflammations, mercurial siomatitis takes practically 
the first place. 

Should mercury be lodged in the system for a very long time or in 
very large doses, it matters not whether through the stomach, the 
skin, the subcutaneous cellular tissue, or through the lung in form of 
mercurial vapours, mercurial poisoning first makes itself known by an 
unpleasant metallic taste and dryness in the mouth. Chemists, hat 
manufacturers, mirror liners, and barometer makers, are especially 
exposed to mercurial vapours. The teeth appear lengthened, the 
laying hold of and masticating food is painful, and is often followed 
by bleeding of the gum. Soon copious secretion and salivation set 
in, the pain increases, the tongue swells, and as it has now no room 
behind the teeth, it is protruded out of the mouth. 

On objective examination the mucous membrane of the mouth 
appears in toto reddened and inflamed, but to a specially high 
degree the gum of the lower incisors, which is swollen and covered 
with extravasations. 

The gum, instead of closely surrounding the teeth, retreats more or 
less from them, causing them to become loose. The tongue and 
mucous membrane of the cheeks are invested with a greasy, dirty, 
greenish covering, which emits an intense foetor. If the affection be 
not cured at this stage, the mucous membrane becomes invested with 
a whitish grey membranous coating, on the removal of which are 
exposed irregular deep ulcers, which bleed easily. Salivation is most 
copious ; the taking of food becomes always more painful, and at 
last impossible, the teeth fall out, while the ulcerations penetrate 
deeper and deeper as far as the periosteum of the jaw, and may thus 
produce periostitis, caries, and necrosis, or even gangrene. Fortun- 
ately such cases are very rare in the present day. 

The diagnosis of mercurial stomatitis is dependent on being able 
to demonstrate the absorption of mercury or its salts. Easy as this 

^ Specific not used here in the sense of syphilis. 
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generally is, it is sometimes very difficult to arrive at a conclusion ; 
and to assure ourselves of the difficulty sometimes met with, we 
require only to be reminded of an observation by Bamberger. 
A case of obstinate stomatitis ulceraliva appeared to him to be 
astiologically inexplicable, till he at last traced it to mercurial 
ointment, which had been put on the bedstead to extirpate bugs. 
The author also is acquainted wilh the case of a doctor, who, in a 
few hours after coating the zinc elements of an electric apparatus 
with amalgam, was seized with stomatitis. Why one person should 
be sensitive to the smallest doses of mercury, and another stand the 
strongest inunction cures without any symptoms of poisoning, is very 
remarkable and difficult to explain. 

The prognosis of mercurial stomatitis is, as long as it does 
not corae to ulceration, a favourable one; it is, however, unfavourable 
or doubtful if extensive, or indeed even gangrenous ulcers are present. 

Tnafmeiil. — The treatment must in the first place be directed 
towards placing the patient beyond the reach of injurious influences ; 
all medicines containing mercury, and all substances impregnated with 
it, must be immediately laid aside. The dwelling or room in which 
the inunctions had up till then been practised must also be quitted. 
The local treatment, except in cases where ulcers are present, is 
identical with that prescribed for catarrhal stomatitis ; but should the 
stage of ulceration have been reached, disinfectants must be employed 
in preference, as, for example, washes containing chlorate of 
potassium, boracic acid, aq. chlori, thymol, or extr, lign, campech,, or 
a camphor emulsion {i per cent.). Painting the ulcers wilh tannic 
acid {grs. 50 ad 31.), or with tinct. rhatan. (ji.), acid, carbol. (grs. 5), 
is also very useful. Many, like Vogel, prefer the internal use of 
chlorate of potassium, 4 grammes (1 gramme = i5"43 grs.) a day, 
both as a preventive and remedy. 

Next to be considered is slomafitis scorbutica, which is one of the 
many localisations of scurvy, that chronic and general disturbance of 
nutrition which is manifested principally by hasmorrhages in tlie most 
diverse organs, and by rapid decrease of strength. 

This disease begins, after having been announced by pain in the 
joints and general depression, with hyperjesthesia of the oral cavity, 
pain on mastication, and increased secretion of saliva. The gum, 
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which appears encircled by a bluish red edge, swells, its processes 
between the teeth grow to knob-like cones, rise over their insertion, 
and are covered with larger or smaller extravasations. Gradually 
ulcers are formed, the edges of which are irregular and beset with 
fungous excrescences, and the base of which appears dirty, brown, or 
covered with fresh blood. The necrotic mucous membrane, which 
often hangs down in shreds, is covered by a diphtheric exudation, and 
bleeds at the slightest touch. The excretion is extremely profuse, the 
saliva mixed with bloody mucus, and extremely foetid. The teeth 
sometimes fall out, sometimes become only very loose, and on the 
cheeks, tongue, and lips are developed haemorrhagic effusions, which 
in turn change into ulcers. The haemorrhages are often so copious 
that the patients in a comparatively short time sink from loss of blood. 

The diagnosis of scorbutic stomatitis is not difficult, if attention be 
paid to other symptoms. In no other form of stomatitis is the swelling 
of the mucous membrane so intense. Stomacace, which is to be dis- 
cussed immediately, is purely a local affection, and is characterised 
principally by yellow lines on the gums, which are absent in scurvy. 

The prognosis of oral scurvy is in itself not unfavourable, but it 
is at least doubtful when the disease has reached a high stage of 
development, or when complications are present in other vital organs. 
Sudden copious haemorrhages may also considerably darken the 
previously favourable prognosis. 

Treatment, — In treatment of oral scurvy, the diet must be regulated, 
and unhealthy conditions of barracks, prisons, or ships improved. 
As defective quality or quantity of food {e.g.y absence of fatty con- 
stituents, indigestible nature, &c., or want of variety) are causes of 
scurvy, great care must be taken to provide changes of diet, and to 
see that its constituent parts are suitable. Formerly, fresh fruit, fresh 
vegetables, saurkraut^ and water-cresses, as well as beer, alcohol, and 
citric acid, were considered good as preventives against scurvy. In 
cases of pronounced scurvy, Vogel prefers, before any other remedy, 
brewers* yeast — 55-6 per diem. In very sensitive conditions of the 
oral cavity, decoctions of cinchona, gentian, and calam. arom., are 
principally to be recommended, while some speak highly of creosote 
and aqua picis. 

l*he local treatment must also be considered, and the oral cavity 
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most diligently cleansed by means of the washes, &c. mentioned in 
former chapters. When there is evident inclination to bleeding, 
the ulcers may be painted with diluted liq. feni perchlor., or dusted 
I over with alum. 



IMopathk stsmatace bears great resemblance to the two forms just 
discussed. 

Its etiology is not yet fully explained, but so far it is certain that 
the following causes play an important part in its xtiology — damp and 
overcrowded dwellings, insufficient and improper food, the influence 
of warm seasons, malaria, rickets, scrofula, and tuberculosis. Al- 
though stomacace is chiefly a disease of childhood, adults are not 
altogether exempt from it, as is proved by the numerous epidemics 
occurring among the military of France, Belgium, and Portugal. As 
its existence depends on the presence of gums — i.e., teeth — it does 
not atfect toothless children or old people. On the other hand, it 
visits with special preference unheaUhy foundUng hospitals, homes 
for sick, hospitals, and barracks. It appears sometimes sporadically, 
sometimes as an epidemic, and is therefore reckoned contagious, 
especially since Bergeron succeeded in inoculating himself. Those 
who maintain that it is not contagious support their argument on 
the negative results of some attempted inoculations, as well as on 
the fact that the officers and under-officers of the infected barracks 
were scarcely, if at all, affected by the disease. They believe 
that the spreading of the epidemic was less due to the contagion 
than to the soil and locality. Bohn considers that there is no 
doubt that stomacace is neither a disease of specific origin nor due 
to infection. According to this author, it declares itself by a local 
and chronic inflammation, and loosening of the gums from the teeth, 
eScited and favoured by general causes. 

Idiopathic stomacace begins generally acutely, seldom in a chronic 
manner, with symptoms of catarrhal stomatitis of the edge of the 
gum of the under jaw. In a short time — two or three days — or, in 
the chronic form, in weeks or even months, the swollen and retreating 
gum softens and changes to a yellowish, greasy, and putrid mass, 
after the shedding of which an ulcer is exposed, which spreads along 
the edge of the gum, bleeds at the slightest touch, and finally causes 



22 DISEASES OF THE MOUTH. 

the teeth to fall out Also, on the parts of the cheeks and tongue 
opposite the gum, there are formed, out of bluish red swellings, deep 
ulcers, the bases of which are covered with greyish yellow sanguineous 
pus. Swelling of the submaxillary lymphatic glands is also present 
in most cases. In the greasy material investing the ulcerations, 
besides blood and pus corpuscles, amorphous masses are found, and 
a number of fungi (especially Leptothrix buccaiis^ l^irochction^ and 
Monas lefts). The disorder reaches its greatest severity when the 
periosteum of the jaw becomes affected, or when gangrene makes its 
appearance. The general health is, in most cases, little disturbed, 
fever is absent or very slight, the appetite often only impaired, but 
pain is nearly always very severe, and the odour from the mouth 
most offensive. 

The prognosis of stomacace is generally favourable, especially if 
the patient comes under treatment early. The ulcers usually heal 
without scars, though such may remain, to the hindrance of ph3rsio- 
logical processes, in cases of great loss of substance, from gangrene 
or other causes. Necrosis of the jaw may, but rarely does, occur. 

The diagnosis depends on the symptoms, the setiologyi and the 
endemic character of the disease ; yet it is very difficult at the be- 
ginning to distinguish idiopathic stomacace from mercurialism or 
scurvy. In the latter disease, the gum is generally much more 
intensely swollen, of a bluish-red, livid colour, projecting over the 
teeth, while the yellow border is absent 

Treaimmt, — In the therapeutics of stomacace chlorate of potassium 
is the principal agent. Its external application as a wash is often 
prevented by the extreme sensitiveness of the oral cavity, as well as 
the tender age of the patient : to a child of four years is given in- 
ternally 30 grains, and to an adult 75 grains in the course of a day. 
According to Vogel, the foetor disappears in twelve hours, the gums 
stop bleeding, and, in short, improvement is everywhere noticeable. 
According to Bohn, recover}' in some cases only takes place after 
extraction of the teeth from the diseased gum. In anaemic and 
delicate patients nourishment and fresh air must be most strictly 
attended to ; then, when the patient has been brought through the 
worst stage with fluid nourishment, pulpy and by degrees solid food 
is indicated, also strong wines, beer, eggs, and quinine. As long, 
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however, as any traces of ulceration exist, the oral cavity must be 
cleansed after each meal, and rinsed out with disinfecting aromatic 
waters ; in the case of children it should be wiped out 

Having considered specific inflammation of the mouth, we now 
turn to more circumscribed ulcers, of which those that owe their 
existence to mechanical, chemical, or thermal irritation — the so- 
called traumatic ulcers — must be first considered, on account of their 
daily occurrence. 

Be5t known are the ulcerations on the edges and tip of the tongue 
in consequence of sharp fragments of teeth, sharp stumps, or defective 
crowns, and also ulcers of the gum, from irritation caused by deposits 
of tartar. To this class also belong ulcers caused by foreign bodies, 
pieces of bone, needles, fish bones, or the imprudent use of strong 
acids and salts, as, for example, carbolic acid or boiling water. Next 
come the so-called dentition and hooping-cough ulcers of children ; 
the former being caused by the cutting of the under incisor, the latter 
by the friction of the tongue against the comers of the teeth during 
the fits of coughing. Last to be mentioned are slits and ulcerations 
on the frenum linguae, produced by the tongue being violently drawn 
out and pressed against the teeth during laryngoscopic examination. 

The symptoms which such ulcers cause are generally limited to 
pain and sensitiveness in eating or speaking. More or less pro- 
nounced salivation and bleeding occur rarely, and are hardly ever of 
a serious nature. 

Treatment, — The treatment of such cases is according to the 
cause ; so, on the one hand, sharp teeth must be filed or extracted, 
on the other, foreign bodies or tartar removed. The same local 
applications as are used in catarrhal stomatitis recommend them- 
selves, and, if necessary, touching with nitrate of silver. 

Another kind of ulcer, formerly identified with aphtha, is the 
follicular ulceration on the hard palate of newly bom children, 
called also Bednar^s aphtha. 

According to Bohn, there are found on the yellowish injected 
mucous membrane of the arch of the palate, or on and near the raphe, 
as well as on those parts of the hard palate situated near the upper 
alveolar processes, tubercles from the size of a pin point to a millet 
seed. They are of a white milky colour, and of a round shape, 
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protruding more or less from the mucous membrane, and are called 
by him "mucous membrane milia" or "comedones;" by Epstein 
they are spoken of as " pearly epithelial accumulations of newly 
bom children." According to Epstein, they are not gland follicles 
or milia, but result from the palatine laminae not having joined 
regularly and at once, and leaving small cavities or spaces, which 
lead to the development of stratified epithelial nodules by the con- 
tinued cell-prolifieration of the walls. 

Some of these tubercles remain unchanged for weeks, and even 
months, while others disintegrate into pus and form lamellar ulcera- 
tions, which are divided into halves by the raphe, and walled in by 
bluish swollen mucous membrane. The ulcers on the sides of the 
posterior corners of the hard palate — the plaques pterygoidiennes — 
are produced, according to Epstein, by lesion of the mucous mem- 
brane, which is tightly stretched over the lamellar process of the 
pterygoid. These ulcers are as large as a lentil, and of a round or 
oval shape ; many of them are as sharply defined as if they had been 
cut out by a punch. They also run into one another, and may in 
cachectic children cover the whole mucous membrane, and even lay 
bare the bone. 

The symptoms caused by the ulceration generally escape observa- 
tion, as they only occur in infants, the attention of the relatives or 
the doctor being occasionally attracted by the child screaming, or 
being unable to suck. According to Bohn, they may form the starting- 
point of aphtha, diphtheria, and gangrene. 

The diagnosis is founded on the stereotyped position, appearance, 
and erratic course of the malady. These ulcers should not be con- 
founded with syphilitic affections. 

Treatmmt — Treatment is not necessary in spontaneous retro- 
gression of the disease ; on the whole, however, it is identical with 
that given in the case of aphtha. 

Little known, and therefore almost always confounded with other pro- 
cesses, are idiopathic ulcers on the mucous membrane of the tongue. 

By the term is meant superficial ulcers or excoriations, which 
cannot be traced to any dyscrasia, as, for example, syphilis. At 
present, in proportion as the literature on this subject is small, the 
names that have been proposed for this disease are numerous. 
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While some, following Caspary, designate them as " transient 
innocent plaques," others name them, with Unna, " circular spotted 
exfoliations of the tongue," or " map-longue ;" and others again, with 
Hack, call them " superficial excoriations," ot follow Gautier in 
designating them " epithelial exfoliations of the tongue." Ic does 
not seem advisable to apply the term idiopathic mucous membrane 
plaques, as a quite different affection about to be described — viz., 
leukoplakia oris — has also received this designation. 

Innocent superficial excoriations are found on the dorsum of the 
tongue. They have red, granular 0oors, and edges of a colour 
between sulphur and clay; the latter, i.e., the edge, is composed of 
epithelium and masses of fungus. The epithelium is never destroyed 
over any great area, which accounts for the slight symptoms and 
rapid healing of this affection. They are very erratic, and change 
their position and appearance almost every day. According to 
Gautier, their spreading is not caused by their extending themselves, 
but by coalescence with small neighbouring spots. He distinguishes 
the sharp-edged desquamation from that with twisted edges, the map- 
tongue proper. According to Unna, an exacerbation of the disease 
often precedes the commencement of menstruation, and disappears 
with its appearance. According to Schwimraer, it also seems often 
to precede an attack of leukoplakia. 

Unna describes idiopathic erosion of the tongue as a disease of the 
epithelium, running a chronic course, but liable to acute exacerba- 
tions, and considers it due to nervous irritation. The German 
scientists deny every connection with syphilis, to which opinion I 
also hold; but Parrot believes the condition in question to be due 
to syphilis. Anxmia, gastric catarrh, and toothache are predisposing 
causes of innocent excoriations. According to Hack, heredity also 
plays a part. Gautier maintains that ail causes that debilitate the 
system may give rise to the development of the malady, espe- 
cially excesses — extreme fatigue, hysteria, and tuberculosis; and in 
children, gastric disorders and worms. Syphilis, according to 
Gautier, does not directly excite the malady, but only acts generally 
by weakening the system. 

Its diagnosis is founded principally on its erratic, superficial, pain- 
> less, and chronic course. Aphthous and herpetic ulcers show deeper 
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loss of substance, great pain, and affect also other parts of the mucous 
membrane of the mouth, as, for example, the lips, palate, &c. Their 
progress, too, is rapid. Mucous patches are most commonly con- 
founded with them, but they have a milk-white, bluish appearance, 
are preceded by infiltration, and do not rapidly change their appear- 
ance and position. Innocent excoriations are characterised by a 
yellowish colour at the edges and red floor, with no infiltration, and 
an extraordinary tendency to change in form, size, and position. 
The syphilitic patches also are found on the lips, cheeks, gum, and 
throat, and are very painful after desquamation of their epithelium, 
while the latter are confined to the tongue, and are almost completely 
painless. 

The prognosis of these idiopathic ulcers of the tongue is so far 
favourable, that the affection has no tendency to assume a malignant 
character, but very unfavourable on account of its obstinacy and 
chronic course. 

Treatment — As regards therapeutics, opinions are very different 
While some maintain the uselessness of any treatment, Unna shows 
very satisfactory results. He recommends stomatics, composed of 
flowers of sulphur, grs. 30 ; mixt. gummos. or emuls. amygd., Ji. ; 
also, hyposulphite of soda and glycerine, aa, 3ss. ; aq. dest, 5i- But 
he found most effectual the following mixture : — 



13k Acid, sulphurosi 
Aq. menth. pip. aa, 
Flor. sulph. 
Syr. simpL aa, . 
Gum. tragacanth. 
Sig. — The mouth wash. Shake well. 



Si. 

3iss. 
grs. 10. 



After cleansing the oral cavity with tepid or coldish water, a 
mouthful of this mixture is to be held five minutes in the mouth, and 
forced into every corner of it. Generally three times daily is 
sufficient for this rinsing. Besides local, there must be general treat- 
ment in cases of irregularities of the blood, affections of the stomach 
or female genitals. 
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DIPHTHERITIC STOMATITIS. 

Synonym, — Stomatitis Diphtheritica. 

Diphtheritic stomatitis is to be considered as a further increase of 
the inflammatory process. 

It generally occurs secondarily, extending from the throat to the 
oral cavity, and usually affects the hard palate, the posterior part of 
the tongue and the mucous membrane of the cheeks, and the gum 
near the last molars. Primary idiopathic oral diphtheria most readily 
attacks ulcers and fissures of long standing, or wounds consequent 
upon surgical operations. It very seldom affects the unabraded 
mucous membrane. I have observed only two cases of primary oral 
diphtheria — one without decided cause in an elderly agricultural 
labourer, who sank under septicaemic symptoms; the other in an 
apothecary, after the extraction of a tooth with an apparently in- 
fected key. The pseudo-membrane rarely attains the same extent in 
the oral cavity as in the throat ; it represents a thin greasy covering, 
after the disappearance of which the mucosa, deprived of its epi- 
thelium, appears ecchymosed and tends to bleed readily. The 
change of diphtheritic ulcers into gangrenous ulcers may be found in 
the mouth as well as in the throat. 

The prognosis of oral diphtheria depends upon the intensity and 
character of the malady, the general condition of the patient, and 
coincident complications in the nose and throat 

Treatment — The treatment is the same as in diphtheria of the 
throat, to be considered later. . 



GANGRENOUS STOMATITIS. 

Synonym, — Stomatitis Gangraenosa. 

If we place gangrene of the oral cavity among inflammatory pro- 
cesses, this is so far justified by the fact that inflammatory symptoms 
always precede it, and it represents only one of the varied issues ot 
inflammation. 

Among the primary, /.^., predisposing causes, the principal are, 
anomalies of the blood, poor nourishment, scrofula, scurvy, and 
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severe infectious diseases, such as typhoid and scarlet fever, also 
parenchymatous exudations, and purulent infiltrations. 

The greater the disturbances to circulation by inflammation through 
emboli and thromboses, and the more excessive the exudation of 
blood, pus, or fibrin, the greater is the danger of gangrene. In the 
oral cavity the gangrenous process may begin in the mucous mem- 
brane or in the deeper parts, and may be either circumscribed or diffuse. 

If, in specially unfavourable circumstances, any of the ulcers 
described in the foregoing chapter may turn into gangrene, such an 
issue is always exceptional. This most readily occurs in diffuse 
phlegmonous, diphtheritic, mercurial, and scorbutic stomatitis, and in 
idiopathic stomacace. 

Gangrene develops with peculiar preference, and usually without 
any preceding mouth affection, on the cheek. This form of gangrene 
has been designated Noma or " Water-cancer," and described as a 
distinct disease. But there are no grounds at all for this, as Bam- 
berger and other authors rightly explain, since noma differs only 
from other kinds of gangrene in its position, but not at all in its 
nature. Moist gangrene is more common in the oral cavity, though 
the dry form also occurs. 

The special etiological factors of noma are defective nourishment, 
and living in dull, damp, overcrowded rooms. Yet one should not, 
as Vogel points out, ascribe too great importance to the above- 
mentioned causes, otherwise the conclusion would be that this 
disease must be more common among the populations of large towns. 
It is certain that noma is commoner in low lying places, in maritime 
districts, and neighbourhoods subject to malaria (in Holland, for ex- 
ample), than in more elevated districts. It is likewise true that season 
is a matter of indifference, also that delicate children are subject to it 
as well as those weakened by any acute infectious disease, especially 
typhoid, measles, dysentery, or chronic intestinal catarrh ; that females 
are particularly susceptible, especially between the ages of three and 
seven, and that healthy grown-up persons may also be attacked. 
I^astly, it is not to be denied that the outbreak of noma may be 
promoted by imprudent use of mercurial preparations in the case oi 
weakly or decrepit persons while they are affected with serious illness, 
as gangrene may then follow mercurial stomatitis. 
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Noma either is secondary to already existing local diseases, as, 
for example, ulcerative stomatitis of the gum or cheek, or it begins 
apparently primarily as a circumscribed hard infiltration of the inner 
surface (varying in size from a cherry stone to a hazel nut) of one 
(commonly the left) cheek, near the angle of the mouth, also some- 
times with the appearance of a pale red globule filled with muddy 
brownish yellow contents. Sometimes it is impossible to decide 
which of these two conditions was first present, since the case has 
generally already reached the ulcerative stage before treatment is 
sought. There is then discovered a superficial ulcer with discoloured 
floor on a hard infiltrated base, which can be felt on the external 
surface of the cheek, and is sensitive to pressure. The destruction 
within the oral cavity progresses daily, indeed hourly, so that in a few 
days the inner surface of the cheek, gum, and the half of one lip is 
changed into a fcetid, black, or blackish-brown mass. Simultaneously 
or a little later the skin of the cheek and the lower eyelid becomes 
swollen and cedematous, the surface has a fatty oily gloss and a 
bluish mottled colour, the lymphatic glands swell, the cheek appears 
sodden and hot, and in the centre there forms a bluish livid spot 
surrounded by a dark inflammatory circle, which in a short time 
shrivels into a brownish scab, and the removal of this scab exposes a 
deep gangrenous ulcer. If the cheek is once penetrated from both 
sides by the progressing disorder, the gangrene spreads in all direc- 
tions without interruption to the lips, tongue, ate nasi, eyelid, as far 
as the ear, forehead, and temples of the affected side, and downwards 
to the clavicle. The jaws, cartilage, and bones of the nose, as also 
parts of the cheek-bone, become necrosed, the teeth fall out, and the 
whole cheek sloughs away, so that the patient is changed in such a 
frightful manner as to be unrecognisable. 

The most prominent among the subjective symptoms of noma in 
its later stage are apathy and deep depression ; pain is often slight ; 
fever absent at the commencement, or insignificant; the pulse is 
quickened ; thirst increased ; the skin cool or heated. The secretion 
of the oral cavity always becomes, as the disease progresses, more 
profuse, abounding in blood and sanious pus, and the odour becomes 
daily more off'ensive. CEdema of Che lower extremities, lobular 
I pneumonia, gangrene of the lungs or profuse diarrhcea, hastens ex- 
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haustion, so that death may occur in a few days. A fatal termination 
indeed often occurs before the local symptoms attain any special 
height, generally, however, in from four to eight days after perfora- 
tion of the cheek. 

The symptoms of the other forms of oral gangrene depend upon the 
primary disease from which it has developed in each case ; the time of 
development also is very different, and depends on the character and 
the intensity of the inflammation. Pain, which was at first uncom- 
monly violent, may be very trifling after the appearance of gangrene, 
or even vanish entirely. The secretion of saliva is increased, the 
breath offensive (cadaverous), and copious bleeding may follow erosion 
of obstructed vessels. The febrile symptoms, apparent at the com- 
mencement, give place to lassitude and depression, the heated skin 
becomes cool, the face loses its expression, rigors set in, and the 
patient sinks through metastatic inflammation of other organs due 
to pyaemia or septicaemia. 

The prognosis of oral gangrene is in all forms very doubtful ; even 
in a very circumscribed case under energetic treatment, and with the 
prospect of healing favourable, the process may suddenly assume a 
malignant character. The prognosis is always very bad in the diffuse 
variety, and in noma proper, especially when external circumstances 
are unfavourable, or when there are already complications in other 
organs. Progress towards recovery is announced by a cessation of 
the destructive process, and a distinct line of demarcation around the 
gangrene is formed ; thus the necrosed mucous membrane is thrown oflf 
as stinking sloughs, or spongy masses, while on the floor of the ulcer 
laudable pus and granulations become developed. Healing never 
occurs without cicatrisation, and the severer the condition the greater 
are the subsequent functional disorders. »The most noticeable of these 
are deformities of the face, synechiae between the mucous membranes, 
narrowing of the mouth and nostrils, ectropion of the eyelids, and 
cicatricial lockjaw. According to Bohn, a relapse may occur in a 
case of noma progressing to recovery, or already healed, in which 
latter case the firm cicatrised tissue may also be destroyed. 

Treatment — As one generally cannot remove the causes that 
occasion or favour gangrenous stomatitis, the treatment must be 
directed towards preserving the strength, and towards attaining the 
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lost cardiil cleansing and hygiene. If sloughs are formed, they 
must be removed by scissors or knife, and an attempt made to 
restrict the further progress of the disease. Mineral acids, chloride 
(rf iron, and the actual cautery were formerly used for this purpose, 
but now the nitrate of silver pencil is rightly preferred. The 
pencil should be slightly pointed and methodically pushed from 
one pan of the slouyh to the other, liU it comes against resistant 
tissue. This manipulation is to be repeated daily till the gangrene 
is limited or ceases. Dusting the gangrenous parts with pulverised 
charcoal is one of the simplest means of removing the bad odour. 
In a case mentioned by Lange the gangrene healed remarkably 
quickly after the application of lint saturated in turpentine, aud 
changed frequently. \Vh ether or not modern antiseptics have 
shown better results has not yet been proved satisfactorily. How- 
ever, recent applications are preferable for cleansing and deodorising 
ulcers ; we now use chlorate and permanganate of potash, salicylic 
and carbolic acids, iodoform and peroxide of hydrogen, in preference 
to acetate of aluminum, alum, and chloride of lime. 

In nourishing and strengthening the patient many difficulties are 
generally met with. Those difficulties are caused by the aversion to 
food or medicines, and by the continual loss through the perforation 
of pari of the nourishment which may have been taken with great 
difficulty. Feeding by means of the oesophageal tube or per rectum 
is also difficult in children. Decoction of cinchona, camphor emulsion 
internally, clysters of quinine and chloral, or the subcutaneous injec- 
tion of morphia are usually indicated. The immediate removal of 
the patient to pure country air is, according to Bohn, the most 
effectual treatment, but unfortunately circumstances too often prevent 
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Syphilis is particularly prone to attack the mouth. 

Syphilitic mucous papules are most commonly obser^-ed, if we 
exclude cases of primary contagion from infected substances, tobacco 
pipes, cigar-tips, or unclean kisses. There appear at first on the 
mucous membrane red circular spots as large as lentils or peas, which 
are slightly prominent. Later the epithelium becomes milky white 
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or like mother of pearL If this epithelium be thrown off, tl 
efflorescence appears deep red. If the papillae or mucous follicl< 
go on growing on the floor of the ulcer, the surface is uneven, ac 
covered with pointed excrescences and molecular detritus. If tl 
plaques are situated, for example, on the lips, partly on the mucoi 
membrane, and partly on the cutis, that portion which is on tl 
cutis shrivels to a blackish brown scab, while that on the mucoi 
membrane retains its grey-white colour. If several papules coalesc 
extensive ulcers result, which are deceptively like diphtheria. On tl 
angles of the mouth the papules readily assume a longitudinal forr 
thus causing lineal or spiral fissures of the mucous membrane (tl 
so-called Rhagades). 

The favourite seats of syphilitic mucous patches are the lips, angL 
of the mouth, and the edges of the tongue, and next in frequency tl 
mucous membrane of the cheeks, the gum, and hard and soft palate 

The progress of syphilitic plaques is slow and chronic ; they di 
appear sometimes spontaneously, sometimes very rapidly aft 
treatment They may return, however, again and again after interva 
of years, and belong to the most stubborn manifestations of a specif 
constitutional taint. The symptoms caused by mucous patch' 
consist of pain in speaking, smoking, and masticating ; fissures at tl 
angle of the mouth, prevent it from opening to its full exten 
and, as in every other inflammatory condition of the oral cavity, tl 
salivary secretion is increased, but a foetid odour from the moui 
occurs only in exceptional cases. 

In the later stages of syphilis, tubercular and gummatous neoplasm 
which become ulcers when disintegrated, may be seen. Gumma 
develop comparatively seldom in the mucous membrane of tl 
cheeks, and when this happens they are situated close to the ang 
of the mouth, or on the lip, most rarely on the floor of the oral cavi 
(Fischer), which, according to Langenbeck, always escapes. Witho 
doubt syphilomata of the tongue are most common ; they procec 
from the mucous membrane, the muscular substance, and the intc 
stitial connective tissue ; and vary in size from a pea to a walni 
The anterior part of the tongue, especially at the edges and centr 
is most commonly affected. 

Gummata of the tongue develop almost always without pain, ai 



cause very little pain even at the stage of ulceration. Such ulcers 
are generally sharply defined, irregular in shape, and have thickened 



They occur most frequently on the hard palate. Round or oval 
ulcers, affecting the entire mucous membrane and even bone, 
commonly situated in the middle hne, but sometimes to one or 
other side of it, result from the breaking down of syphilitic nodules of 
the mucosa, or from gummatous ostitis and periostitis ; eventually 
this condition may lead to [lerforation into the nasal cavity, speaking 
through the nose, and the regurgitation of food. 

The diagnosis of syphilitic mucous patches is founded on the above 
described objective conditions, and the simultaneous existence of 
other symptoms of syphilis. Syphihlic papules are oftenest confounded 
with aphtha and herpes. While the latter are painful at the 
commencement, syphilitic plaques give rise to pain only after some 
time. Then, again, herpes begins with the formation of a vesicle ; the 
syphilitic plaques as red spots, the size of a lentil or pea, which soon 
become invested by a pearly white epithelial covering. There is yet 
one more point of difference, viz., the aphthous and herpetic 
ulcerations heal from the periphery to the centre; t!ie syphilitic 
papules from the centre to the periphery. 

The diagnosis of ulcerating gummata of the oral cavity is some- 
times very difficult, especially when they appear as the only mani- 
festation of syphilis contracted long before, and which was believed 
to be entirely cured. The most certain diagnosis can be made when 
perforating ulcers of the hard palate are present ; besides, in syphilis 
they only occur in malignant neoplasms, carcinoma, and lupus, the 
latter, however, having more the character of neoplasms. Co-existing 
cicatrices on the skin and in the pharynx, defects of the epiglottis 
and nasal septum, and loss of substance of the frontal bone, all point 
with certainty to syphilis. The differential diagnosis between gumma 
and carcinoma of the tongue presents the greatest difficulty. The 
following may be taken as the principal differences. While carcinoma, 
oflen from the very beginning, and always during its course, is accom- 
panied by the most violent pain, gummata give rise to little or no 
pain ; disintegration in carcinoma begins on the surface and proceeds 
inwards, in gummata from within outwards. While in carcinoma 
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swelling of the glands occurs very early, and is very pronounced, in 
gummata it is altogether absent, or, if present, is but slight ; with 
gummata also there are no sebaceous-like masses, which in carcinoma 
can be squeezed out In some cases the diagnosis can only be made 
by examining pieces of the ulcers under the microscope, or by trying 
the effect of drugs. Now and then gummata are met with, which cer- 
tainly, even after several weeks of treatment with iodide of potash, 
neither disappear nor improve ; carcinoma, on the other hand, is not 
in the least degree influenced by such treatment 

The prognosis of syphilitic affections of the mouth is favourable, 
although mucous patches have a great tendency to relapse, and 
sometimes after gummata are healed, irreparable defects, distorting 
cicatrices, adhesions, and perforations remain. 

Treatment — In treating oral syphilis, the first thing to be con- 
sidered is the stage at which the disease has arrived. If mucous 
patches are to be treated, a course of mercury is necessary, only in 
those patients, however, who have not been subjected to a course, or 
at any rate to a thorough course, or in those the subject of relapses, 
who for some time previously have not been treated anti-specifically, 
or, finally, in cases where the oral affection is very extensive, and is 
associated with manifestations of syphilis elsewhere. The author has 
designedly formulated the general treatment very precisely, because 
it is still very common malpractice to order a fresh course of mercury 
whenever a single isolated patch reappears. 

Since in many patients recovery is very much retarded by the use 
of tobacco and alcohol, their discontinuance is a sine qua non. The 
manner in which mercury is to be administered depends upon each 
special case ; one must always insist, however, on the greatest care 
being taken of the mouth. Touching the patches with solid nitrate of 
silver generally brings about their cure after a few days, without general 
treatment Mouth washes, containing chlorate of potash, tincture of 
rhatany, tannic or boracic acids, are also recommended. 

Iodide of potassium is the specific remedy for gummatous affections. 
Adults begin with i gramme (15*4 grains), children half a gramme, 
slowly increased to 2 grammes daily. In some obstinate cases it may 
be alternated with mercury or with Zittmann's decoction (Decoct 
sarsse co.). For local treatment, painting the ulcers with Mandl's 
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solution (R Pot. iod. grs. 30, iod. pur. grs. 5, glycerine %., add. 
carbol, grs. 5) is recommended, or dusting tbem over with iodoform. 
When the _edges^ of ulcers become hypertrophied, they should be 
touched with solid caustic, while papillomatous excrescences should 
be cut off. 






TUBERCULOSIS. 

Tuberculosis of the mouth occurs both primarily and secondarily. 
It generally begins in the soft palate ; the posterior parts of the mouth, 
and especially the cheeks and hard palate, are usually affected. 

The tongue is often the only part involved. On it tuberculosis 
appears in two forms, viz., circumscribed tumours, and <liffuse miliary 
tubercles. 

In the case of the former, Nedopil maintains that immediately 
under the mucous membrane, or in the deeper parts of the tongue, 
are formed multiple tubercles as large as peas, or even hazel nuts, 
which gradually force their way towards the surface, and which are 
found particularly at the edges, dorsum, and base of the tongue, but 
also 00 its under surface and near the frenum. The mucous mem- 
brane over these tubercles ulcerates sooner or later, and there remain 
characteristically formed ulcers, with slit-like openings and slightly 
gaping edges, which are often covered with little white nodules. On 
separating the edges, one sees that the destruction of the deeper 
parts is very much greater than of the superficiaL 

Of more frequent occurrence, however, is disseminated tuber- 

losia. On the edges of the tongue, and on other parts of the 

mth in persons affected with pulmonary phthisis, but also occa- 
sionally occurring as a primary manifestation of phthisis, are seei> 
prominent nodules as large as a pin-head scattered about or in groups, 
which, through the scarcely altered epithelium, appear of a greyish 
yellow colour. As the disease advances, the epithelium peels off 
from the mihary tubercles, the cheesy contents become removed, and 
there remain behind superficial ulcers of the size of a lentil, or more 
diffuse tosses of tissue, which are covered with yellowish, often fcetid, 
thin pus, and frequently enclose small bright or pale red granulations. 

These ulcers during their whole course retain their atonic chai- 
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acter ; they increase by new miliary eruptions breaking out at thi 
edges ; they never penetrate deep down, and have either no, or only 
a slightly infiltrated base, while the lymphatic glands in the neigh- 
bourhood are hardly ever affected to any great extent. 

As regards the etiology, it seems to me that the opinion held by 
many, that tubercular ulcers arise from injuries to the tongue, i.e., that 
ulcers originally purely traumatic change in time to tubercular, is 
quite untenable. It is true, however, that in past years men have 
been oftener affected than women. Why tubercle sometimes first 
attacks the mouth is quite as unexplained as is its occurrence primarily 
in the throat, larynx, or testicle. 

The course of tubercle of the moulh is very varied. ^VhiIe the 
miliary form virtually never heals or comes to a standstill, and 
after weeks or months causes death, with phthisical symptoms in 
other parts, the caseous forms nin a very chronic course. Sometimes 
the ulcers resulting from it heal entirely, leaving behind ihem deep 
scars; sometimes only i>artially and for a time. Many remain station- 
ary, getting better and worse alternately. In most cases of this kind 
the disease attacks the lungs, brain, or stomach, and ends fatally. 

The most important symptoms of tuberculosis of the mouth are the 
functional disturbances, ^\'hile in the caseous variety there is scarcely 
any pain, and only a certain amount of difficulty in moving the 
tongue during speaking and mastication, in the miliary form the 
ulcers cause very severe pain, and give rise to alterations in taste, ttt' 
fever and foetor of the breath. 

The diagnosis of disseminated miliary tuberculosis is not difficult, 
on account of the typical appearance of the ulcers, particularly ii 
other Cleans, and especially the lungs, share in the disease. Should 
the latter, as well as other parts, remain unaffected, the disease may 
be mistaken for innocent superficial excoriation of the tongue, or for 
traumatic, aphthous, or herpetic ulcers. From the first, however, the 
tubercular ulcers differ, in that tliey run a very chronic course, and 
exhibit little or no tendency to heal ; from traumatic ulcers, in that 
they appear on parts where friction of the teeth is imjjossible ; and 
from the last, by the absence of a red inflammatory ring, but princi- 
pally by the presence of miliary tubercles on the edges of the ulcers, 
and by their very chronic course. 
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Tubercular tumours of the tongue are, however, most often con- 
founded with syphihs and epithelioma. While the gummata and 
losses of substance which accompany the former yield in time to 
iodide of potassium, tubercular ulcers do not show the least reaction 
to that drug ; and while epithelioma of the tongue goes on giving rise 
to lancinating pains, and a high degree of swelling of the lymphatic 
glands in the neighbourhood, tubercle causes little or no pain, and 
but little or no lymphadenitis. 

Examination by the microscope affords the surest means of 
diagnosis, showing in epithelioma characteristic cancer cells, while 
in the case of tubercle one sees giant cells and tubercle bacilli. 

The diagnosis of syphilis combined with tubercle is very difficult. 
The author, who has for a long time had frequent opportunities of 
observing many such cases, agrees with Nedopil that at the beginning 
of the disease an anti-syphilitic treatment is of decided utility, but 
quite useless at a later stage, and that the ulcers always take on more 
of a tubercular character. 

Treatment. — The treatment of tubercle of the mouth must be 
general as well as local. But as we cannot here discuss the thera- 
peutics of phthisis, we must turn our attention only to local treatment 

Disinfectants must first be noticed ; — (i.) In the form of mouth 
washes, such as chlorate of potash, boracic acid, biborate of soda, 
carbolic acid (i in 200), thymol (i in zooo); (2.) of pigments, such 
as a solution of creosote in glycerine (creosote min. 6, glycerine gi., 
spir. vin. 5iv.). Tannic and carbohc acids in glycerine (tannic acid 
grs. 16, glycerine ji., carbolic acid min. 1 J^). Cauterising with solid 
nitrate of silver, scraping with the sharp spoon, the thermo-cautery, 
or galvano-caustic point, are good for undermined ulcers. Dusting 
with iodoform best removes any fcetor, next to that, weak solutions 
of permanganate of potash ; circumscribed cheesy deposits on the 
tongue, as well as primary tubercular ulcers, must as soon as possible 
be removed with the scissors, or destroyed with the galvano-caustic 
point, all the more as their presence is a constant source of danger 
to the whole system. 
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PARASITIC DISEASES. 

Among the diseases of the mouth, those caused by parasites take 
a peculiar and almost unique position. 

The best known is Soor or Thrush. It occurs most usually in 
children, but also, though much seldomer, in adults. It takes the 
form of white patches and membranes, which are due to the copious 
proliferation of the Oidium albicans or soor fungus. 

The ways and means by which this disease is spread are very 
various. It is propagated either by germs in the air, during parturi- 
tion, by the child coming in contact with the fungus-covered vagina, 
or, and this is the most common way, by means of objects to which 
the fungus is sticking. 

The fungus attacks chiefly stratified epithelium, the soft laminated 
layers being specially adapted for its deposition, so that its favourite 
localities are the mouth, throat, aditus laryngis, oesophagus as fiEur as its 
cardiac end ; also the vulva, vagina, and anal opening. It seldom 
attacks mucous membranes covered with cylindrical epithelium, 
though it may in exceptional cases attack the nose, larynx, trachea, 
and bronchi. 

The age of childhood seems particularly predisposed to thrush. 
The reasons for this seem to lie partly in the numerous anti-hygienic 
conditions of the nursery, and partly in the greater amount of rest 
which the mouth has during that period of life, these favouring the 
attachment and settling of the fungus ; but, above all, in the habit of 
nourishing children with slightly fermenting milk, or with saccharine 
and amylaceous substances. Children reared at the breast with 
proper cleanliness are very seldom attacked, while those artificially 
fed show the greater number of cases. Another reason is the in- 
sufficient care of the mouth, whereby the refuse of the food and the 
acid fermentation of the ingesta cause great uneasiness. I need 
scarcely add that the principal exciter and propagator of thrush is 
that which unfortunately is still used by so many to soothe children, 
namely, the disgusting sucking-bag {vulgo^ Schnuller\ filled with bread, 
milk, and sugar. Delicate constitution in children must also be 
looked upon as a predisposing cause, since it is observed that quite 
healthy children are very seldom attacked. It is not necessary that 
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the mucous membrane of the mouth be in a. catarrhal state. Although 
that condition supplies the fungus with better nourishment, it is only 
necessary that the fungiis on its invasion finds fermentable material 
. on which it can settle and grow. 

In adults the disease occurs after severe illnesses which affect the 
blood, and the nutrition of the body, especially after or during typhoid, 
tuberculosis, pneumonia, diabetes mellitus, cancer, &c. The exciting 
causes here also are the reception and decomposition of easily 
fermenting substances, deficient amount of mastication, and careless 
cleansing of the mouth, which, however, may be excused somewhat 
in this case on account of the patient's extreme weakness. 

On account of the easy transmission of the thrush fungus, its 
occurrence endemically in children's, foundling, and maternity 
hospitals is not to be wondered at. 

Let us now take up the objective symptoms of thrush in children. 
The first symptom is the appearance of small whitish specks and 
membranes, of the size of millet seeds, scattered about, or grouped 
closely together, on it may be normal, but most usually on already 
inflamed, mucous membrane. The tongue and lips are always the 
first to be attacked. Soon the specks increase in size, either by the 
formation of new deposits, or by the coalescing of several neighbouring 
patches, so that in a few days large areas, or indeed the whole surface 
of the mucous membrane, may be covered with an adhering whitish 
I mass. These thrush membranes have a rough granular surface, and 
I form a firm tough layer, which sometimes takes on a yellowish, 
brownish, or even blackish colour, derived from the ingesta or from 
some coloming matter entering the mouth. On trying to remove one 
of the specks, it is accomplished with some difficulty in spile of the 
superficial seat of the fungus, and also causes a little bleeding ; and 
whether they are removed artificially, or become detached in the 
course of the disease, they are renewed with wonderful rapidity. The 
mucous membrane below is more or less reddened, swollen, and 
sensitive. In rare cases shedding of the epithelium occurs, followed 
by erosions and superficial ulcers. 

Of the subjective symptoms, the chief is pain on sucking or eating. 
Children refuse the bottle, nor do they take the breast any better ; 
and if they attempt to do so, drop it again at once, crying pitiably. 
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Adults complain of a burning sensation and tenderness while taking 
food, these being ascribed more to stomatitis, present either before 
the thrush made its appearance, or set up by the thrush. If there be 
no stomatitis, or only a very slight degree, the affection may exist for 
several days without being noticed. Hence, in order that it may not 
be neglected, the mouths of infants and of young children should 
always be carefully examined. As a rule, gastro-intestinal catarrh is 
associated with this local affection of the mouth, which is either a 
complication occurring casually before the outbreak of the thrush, or 
is directly occasioned by the swallowing of sour saliva, mixed with 
the thrush fungus. If there is severe diarrhoea, the anus becomes 
reddened and excoriated, and the fungus may also be seen there. 
Very great danger is caused if the fungus spreads to the throat and 
oesophagus ; in the case of the latter it may proliferate so much as to 
close the gullet completely. Taking food becomes more and more 
difficult, and at last impossible, all that is swallowed being immedi- 
ately vomited. If the fungus spreads to the larynx, it gives rise to 
hoarseness; in some cases to breathlessness. Buhl and Virchow 
hold that bronchitis and pneumonia may be brought on by inhaling 
the fungus spores. Zenker observed a case in which the fungus was 
found in the brain, but such cases are of the greatest rarity. 

The prognosis of thrush in children is, to say the least, somewhat 
doubtful. Even in the mildest cases it will interfere with the nutri- 
tion of the children for some time ; but as a rule, when it occurs 
without diarrhoea in children on the breast, it disappears in a few 
days. When it occurs along with some other disease, it may cause 
the latter to become very much worse. The younger the child, the 
more severe the intestinal catarrh, and the more extended the mouth 
affection, the more unfavourable is the prognosis. When the throat, 
oesophagus, larynx, or lungs are attacked, the prognosis is very bad. 
The disorder may suddenly disappear by the shedding of large 
cohesive membranes, but the danger of their growing again is alwa3rs 
present 

Thrush in adults must be looked upon as a very unfavourable 
symptom, as it only occurs in most critical conditions of the bodily 
strength. The prognosis, comparatively speaking, is best in typhoid 
and pneumonia, bad in diabetes, tuberculosis, &c. 
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The diagnosis depends, on the one hand, on the objective and 
subjective symptoms just described, and on the other on the nature 
of the fungus. 

If, wiih a suitable instrument, one removes a piece of the while 
patches and specks, one sees, on pulling it under the microscope, 
not only epithelial cells and schizomycetes of different kinds, but also 
numerous filaments, which are unequally jointed, and have lateral 
branches and buds. The latter are separated from the chief filaments 
by notches and partitions. The filaments themselves varj- in length, 
being either straight or bent. They are colourless, with dark, sharp 
edges, showing violet coloured cavities filled with granules. The 
ends of the filaments are rounded off, sometimes swollen like clubs, 
or covered with hltle bladder-like formations. Besides these, there 
are seen, close to the filaments, strongly refracting fruit capsules, 
either round or oval, being the so-called gonidJse, very like yeast 
cells, having dark edges. They occur either singly or gathered 
together in groups. 

It is quite possible to mistake thrush for aphtha, but the presence 
of the ihallus filament, as well as the fact that the aphthous coating 
cannot be rubbed off, guards one from error. On very superficial 
observation it may also be mistaken for spots of milk left scattered 
about in the mouth. From the above mentioned follicular ulcers of 
the mouth, thrush is distinguished by its extensive spreading, the 
former being characterised by their stereotyped situation on the hard 
palate. 

Treatment. — The treatment of thrush is principally prophylactic 
Foul, impure air, and the presence of easily fermenting and mouldy 
substances in the nursery, must be strictly forbidden. 

Strictest attention must be paid to the cleansing of the mouth, which 
should be done after each meal. When thrush has broken out, the 
mouth must be still more carefully attended to, and after each act of 
vomiting, it, and especially the folds of the cheeks, should be 
thoroughly cleansed of everything with a linen cloth and clean water, 
and the fungus masses must be carefully and energetically rubbed off. 

In the treatment of this affection alkalies are specially useful, 
solutions of carbonate of soda or potish, biborate of soda, j to 30 to 
I to to, without any addition of syrup, which would quite counteract 
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any benefit from the treatment In severe cases solutions of nitrate 
of silver (grs. 2 J^ — 10 ad JL) should be used, with which the mouth 
should be painted hourly, after cleansing the mucous membrane 
with cold water. The gastro-intestinal catarrh is to be treated with 
red wine, rice and barley soups, white of ^g, &c. When thrush 
occurs in the oesophagus, vomiting must be excited, at first reflexly by 
means of the finger or a feather, afterwards by sulphate of copper 
or ipecacuanha. 

Among the affections of the mouth caused by fungi we must con- 
sider the so-called black tongue^ in so far anyhow as it has yet been 
observed. 

It has of course nothing to do with the usual colourings caused by 
food or medicines taken into the mouth. As a rule, the dorsum, but 
sometimes the middle, sometimes the edges, base, or point of the 
tongue, are the seat of spots as black as ink, with a rough, shaggy 
surface, which slowly spread, and may spontaneously disappear again. 
Between the hypertrophied papillae of the tongue arises a fungus 
which, according to Dessois, has no resemblance whatever to any 
other appearing in the mouth, and hence has been called by him the 
Glossophytotu The black colour is communicated to the epithelium 
by its absorbing the spores of the fungus. The black spots consist 
of fine hairs, which can easily be stripped off by a spatula, represent- 
ing either branched or non-branched filaments, or spheroidal egg-like 
spores : whether these fungi are identical with Aspergillus nigricans vei 
fumigatus, occurring in the ear, must be proved by further examination. 

The affection does not seem to give rise to any special disorders. 
It is usually the discoloration of the tongue, a feeling of dryness in 
the mouth, and the disturbance of the sense of taste, that causes the 
patient to consult the physician. 

As in thrush, the treatment must be guided by the parasitic nature 
of the affection. 

Should Ltptothrix buccalis appear in the mouth in large quantity, 
it may give rise to the formation of soft white, or whitish yellow 
tubercles, which often are elevated above the surface. (This parasite, 
even when living, is quite harmless.) They usually attack the base 
of the tongue, especially the part between the circumvallate papillae 
and the epiglottis. The tonsils, too, are very liable to bfe attacked; 
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Hering has given the affection the name, Pharyngomykosit benignd 
vei kptothridea. 

More minute details will be given under diseases of the throat 
One other affection must be mentioned here, viz., the Stomato- 
mykosis iarcinix of Friedreich, Friedreich observed, in many wast- 
ing diseases, such as protracted typhoid and phthisis, on the mucous 
membrane of the mouth, especially that of the tongue and soft palate, 
hoarfrost-like growths and membranes, which were made up of very 

I numerous small-celled sarcinous fungi. The affection, however, does 
not call for special attention, although, unless examined by the micro- 
scope, it may be mistaken for thrush. 
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Hsemorrhages under and on the mucous membrane come under 
mbservation in the most different forms of disease. 

Effusions of blood under the raucous membrane appear as red or 
["black spots, ecchymoses of different sizes, or as nodes and extensive 
, blood cysts. More serious free effusions are not very common. 

As EEtiological factors, injuries come first, also teeth extractions 
and anomalies in the condition of the blood. In adults the principal 
is hsemophylia, then come others nearly related to it, viz., purpura 
rheumatica, morbus maculosus Werlhofii, scorbutus and diabetes. 
In children, follicular ulcerations of the hard palate, catarrh of the 
mouth, catarrh of the stomach, thrush, croup, diphtheria, and also 
injuries and abnormal tension of the arteries during whooping-cough, 
give rise to more or less serious hEmorrhages. 

According to Ritter and Epstein, a temporary disposition to 
haemorrhage occurs in newly born children, which manifests itself 
by numerous parenchymatous hfemorthages in different parts, inter- 
nal and external, and which diminishes with each week of the child's 
life. But this affection, as a rule, only occurs in foundling hospitals, 
and among children who are very weakly, syphilitic or anremic 

Hiemorrhages in epithelioma of the tongue are very profuse, and 
are mainly due to the erosion of the trunk or some of the branches 
of the lingual artery. 

The prognosis depends, on the one hand, on the severity of the 
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haemorrhage, and, on the other, on the origin ; it is very unfavourable 
in hasmophylia and epithelioma, as a recurrence of the bleeding is 
almost certain to take place. 

Treatment — The treatment consists in the application of astringent 
mouth washes, or in cauterising with solid nitrate of silver or some 
other haemostatic remedy, such as liquor ferri perchloridi. When an 
alveolus is bleeding it must be well plugged with wadding, soaked in 
a solution of perchloride of iron, and then compressed, while in 
severe arterial haemorrhages the life can only be saved by twisting or 
ligaturing the principal artery of the affected organ, as, for example, 
the external maxillary or the lingual. 

NEOPLASMS AND TUMOURS 

Neoplasms and tumours occur pretty generally all over the mouth, but 
those which are most dangerous occur on the lips, gums, and tongue. 

We have first to consider an affection which only claims notice 
here from an anatomical point of view, since in it the neoplasm only 
affects the epithelium of the mucous membrane. It is the little 
known and little thought of Leucoplakia oris. 

Synonymous with it are Psoriasis^ Tylosis^ Keratosis^ Ichthyosis 
lingua^ and idiopathic mucous patches. 

Nedopil and Schwimmer deserve specially great praise for their 
clinical description of it 

By the term leucoplakia oris is understood an affection of the 
mouth, progressing chronically, which manifests itself by the presence 
on the tongue, cheeks, or lips, of white spots or striae, of the size 
of a lentil or of a pea, and either sharply isolated or irregularly 
formed. Histologically, these are due, as before mentioned, to a 
thickening of the mucous membrane, caused by extensive prolifera- 
tion of epithelial cells, while at the same time an abundant growth of 
small cells takes place around the vessels. 

The beginning of the disease is generally overlooked. An ery- 
thematous stage often precedes it, while at the same time there 
appear on different parts of the mucous membrane of the mouth, 
red or brownish red circumscribed spots, which later on become 
white patches. 
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The tongue is most often attacked. At the commencement of the 
affection, isolated spots are seen of the size of a lentil or a pea, 
slightly raised above the level of the raucous membrane. These are 
of a bluish white, opalescent, dirty white, or sometimes yellowish 
colour, and have a smooth regular surface. Later on they gradually 
increase in thickness, are of a dull while or silvery colour, and pre- 
«ent cicatricial contractions, with a depression in their centre and 
elevations at their periphery. In these patches cracks and fissures 
occur from the movements of the tongue, causing bleeding erosions 
and superficial ulcers. It generally takes several years for the spots 
to become thick and compact. 

ipots are to be observed, as a rule, on the cheeks and lips 
at the same time. On the former they are either isolated or sharply 
defined from the surrounding parts, or are irregular and in the form 
of wide bluish striae with smooth surfaces. On the latter, and also 
on the tongue, they are seen as horny spots of varying thickness, as 
hard as cartilage, scattered over a great ex^unse of mucous mem- 
brane like white scales. Ulcers seldom occur on the lips, but on 
account of the constant friction occasioned by eating and speaking, 
obstinate erosions may result. After some time the tissues at the base 
.and in the neighbourhood of the patches become infiltrated. 

The subjective symptoms of leucoplakia consist In unpleasant, but 
seldom jwinful, sensations on taking food, especially if the food be 
tart, spicy, or sour, also on taking alcohol, and when smoking or 
speaking. 

One of my patients, a singing-master, complained of difficulty in 
moving the tongue while speaking, but especially when pronouncing 
the letter R. The symptoms are generally more intense at first, 
while the patches are thin and the epithelium not yet hardened, 
though in later stages the pain becomes greater from the presence of 
fissures and cracks in the patches. Excessive salivation or alterations 
of taste are only observed when there is extensive superficial disease. 
In some cases papillary growths occur on or near the patches, and 
by their size give rise to considerable discomfort 

The etiology of leucoplakia is in some respects still very obscure: 
It is certain, however, that no definite connection exists between it 
and syphilis, although very often persons are seized with leucoplakia 
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who at some former time have had syphilis. Some of the exciting 
causes which must specially be mentioned are anaemia, diabetes, dis- 
turbances of the digestive tract, and the influence of tobacco, whether 
smoked or chewed. Men well up in years are most often attacked, 
women seldom. Some of the latter were inveterate smokers, and in 
others the vulva was also affected. 

Although the diagnosis of fully developed leucoplakia generally 
presents no difficulty, still experience shows that it is nearly always 
confounded with syphilitic mucous patches. In the differential diag- 
nosis, the following must be specially noticed. While the colour of 
syphilitic patches is a bluish dirty white, that of the patches of leuco- 
plakia appears after a time as pure white, and should their colour, 
on account of the coating of the tongue, appear dirty or yellowish 
white, that need only be removed to show plainly the pure white 
colour. Again, while leucoplakia never attacks the under surface of 
the tongue, syphilis often does, and while the patches in leucoplakia 
retain the same colour for a long time, and otherwise remain un- 
changed, those due to syphilis change their colour very soon, because 
they heal, and the mucous membrane regains its normal colour. 

Further, while the surface of the syphilitic patches is often very 
uneven and soft, and appears thin and pitted, as if macerated, that of 
the patches in leucoplakia is generally smooth or distinctly warty, and 
in consequence of the excessive proliferation of epithelium, rough and 
thick, particularly in the later stages of the disease, when the epithelium 
has become horny; and lastly, while the syphilitic patches, after running 
their course, leave ulcers behind, in leucoplakia ulceration never 
occurs, — cracks or fissures being the most serious result. A superficial 
observer might confound this disease with aphtha or herpes, but the 
rapid course of these disorders ought to prevent such an error. Simi- 
larly it may be mistaken for thrush ; but in aduhs thrush only appears 
as one of the many symptoms of severe wasting disease. 

The course of leucoplakia is an extremely chronic one, lasting many 
years. It may come to a standstill, in many cases it resolves, while 
with exacerbations it may continue for a whole lifetime. 

The prognosis as regards cure is unfavourable, as regards life 
generally favourable. Although in the majority of cases leucoplakia 
may exist a whole lifetime, without doing any harm to the rest of the 
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system,orcTenbeaiiQd,jnet diciccaiibeDodoiibc thatit bears some 
relation to epithdioma of the tot^oe. Leiscoplakia maj directly 
change into epithdioma; bat according to XedopO, the cases in which 
such a transitioQ takes place are not those in which the disease is 
worsL Epithdioma is tssDaDj devdoped from longish deep fissores 
or shaDow epidielial nkers, the edges of whkh become graduaDy in- 
durated, bleed easily, and arc painfcl, and afeer several months are 
followed by swdling of the hmpfcadc £>t\^-^ 

The course of epiihelicina <tf the tccgiie exdred in such a way dif- 
fers in no respect from other epcbeliomaia. It cannot be maintained, 
however, that the change from leoccpLakia to epchelioma is a ncces- 



Treatwtatt, — Treatment is as good as rsc>ss, as cp to this time we 
possess no remedy which is abie to prercnt the formation of new 
patches, or to core those already formed. It is, of cocrse, obvious 
that disorders of the stomach, aT«wT>'_3 ^cc. must be treated with 
the greatest care, and that hot ioods aiui scx^king must be forbidden. 
To treat lencoplakia wiih aini-sTpcilitx remedies, as \s ofien done, 
is quite iwdrw, and often hmtfuL 

The local txeatmcxit ooosssu in the kxnening and removal ^ the 
often very thick epithelial coverixig. aod the most successful rtmt^ts 
are alkaline mooth washes, especall j caji>>ca:e of soda, gr*. 15 to JL of 
water. When the mocth is vtrj ser^i^rive, add soase tLncture of opium 
or morphia. Schwimmer iouxxi Useft, in 5o:r.e case% from the use 
of j4 per cent, perchkffide of mercurr so'.uticn zrA i yr.fJzz,\. chronik 
acid solution. Hilairet rtocsiroer^di *i:^ i;,plx^:or. of a stror.gtr 
solution of chromic acsd 'i in ^, ertrj ihree or i'r:j cay% fcTadually 
increasing the imemL CautitriKng wr± solid r.i*j:a^£: of iilver, with 
acids or caustic allra'y^, aggravaies the divst^e : let, o>r-.*icer:ng ♦iie 
possibilitj of the disease bcccciir^ fr,hsj^'}jJTLZ. exci*ior. or de^.^j^o^-ln^ 
the patches with the gal-rarJr, cautirrr vs^Kra c --- r^vtif^ablt. Shvilc 
either the one or the c/i>er ercA->.c taxi: or. ar. e^ith-tliorr-atocs arjii'.ri, 
eztirpatkm must be procc«f«d wrh a: ooc^ r/^ this Li co w2.t t^. 
dudes a return OL the disease. 

The neoplasms which occur nwK frtcuerr-y or th/t lips arc cci 
are polypoidal degeseratk^ns of the ZL.zifjj'Ls ife-la^ds — flrittz^- ^-^ I 
these are most nsoaCj sees oc 'i^e icser i?::rlace of Uit lips arc ci- ' 
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frenulum of the upper lip. There occur also angiomata, papillomata, 
and epitheliomata, the last nearly always on the under lip. 

Of the neoplasms on the gums, Epulis is the best known. Histo- 
logically its structure b partly a proliferation of granulations, partly 
fibrous and sarcomatous, and partly epitheliomatous. Of common 
occurrence are tooth cysts and odontomes. Arising from the peri- 
osteum of the jaws, and projecting more or less into the mouth, the 
following tumours may occur — fibromata, myxomata, enchondro- 
mata, osteomata, sarcomata, and carcinomata. 

Among the retention swellings to be first noticed are those observed 
by Roth, due to the obstruction of the glands between the tongue and 
the epiglottis, whose contents become greasy plugs, and which, when 
they burst, may give rise to foetor of the breath. On the expulsion of 
the contents the symptoms disappear. 

The tumours of the tongue specially deserving mention are 
mucous cysts, angiomata, papillomata, lipomata, adenomata, fibro- 
mata, amyloid tumours (Ziegler), fibro-myomata, enchondromata, 
and hydatids. 

Epithelioma deserves a prominent place in the consideration of 
malignant neoplasms of the tongue. As it occurs much more fre- 
quently in men than in women, tobacco and alcohol are specially set 
forward as exciting causes. It has been proved, indeed, that constant 
irritation of the mouth may lead to epithelioma, and that it may also 
be developed from ulcers and erosions; the manner in which it de- 
velops from leucoplakia has already been shown. 

Its development takes place in two ways. It originates either as 
a primary node on or under the mucous membrane, which penetrates 
deeply into the muscular substance, and after a while softens and 
decays, or from the base and edges of an originally benign ulcer 
becoming indurated, breaking up, and infecting an ever-increasing 
extent of the organ. 

The proliferation of epithelium usually begins in the mucous mem- 
brane, and forms proliferating centres and epithelial nests, out of 
which the so-called epithelial plugs can be pressed. Sometimes the 
surface of the ulcer is invested with papillomatous excrescences. 
Sympathetic swelling of the lymphatic glands occurs very early in 
the course of the disease. The disease may be limited to the tongue ; 



UEOPLASMS AXD TUMOURS. 49 

but experience shows that in most cases it spreads to the floor of the 
mouth, the palate, and even to the larynx. 

The subjective symptoms of epithelioma of the tongue are, — so long 
as the tumour does not ulcerate, — a feeling of thickness and difficulty 
in moving the organ in speaking and eating. There may be no 
pain at first, but generally it occurs very early, becoming constant 
and exceedingly severe as the disease advances, and radiating towards 
the ear, jaws, or larynx. Speech becomes indistinct, stammering, 
the moving of the tongue daily more difficult, and the patient care- 
fully avoids chewing hard substances. Salivation increases, the breath 
becomes fcetid, and sometimes severe haemorrhages lake place, 
endangering the patient's life. The strength fails, the appearance 
becomes pale and cachectic, the appetite diminishes, and in from 
one to three years the disease ends fatally, often with dropsical 

psymptoms, or from metastatic pneumonia, or acute htemorrhage. 

B For the difTerentlal diagnosis look back to page 33. 

P The prognosis is very bad. Even in the case of early excision, a 
recurrence generally takes place, particularly if a wide margin of ap- 
parently unaffected tissue be not taken away along with it. If a second 
operation is possible, it is certainly to be recommended ; but, besides 
this, the only indications are, keeping up the strength, cleansing the 
mouth, stopping profuse haemorrhage by means of ice, ligature, or an 
astringent preparation of iron, and, above all, full doses of some ano- 

t^ne remedy. 
I As a conclusion to this chapter, may be mentioned the tumours on 
the floor of the mouth, which on the one hand consist of sebaceous 
and dermoid cysts, and on the other show themselves as retentive 
swellings or sublingual cysts. 

The best known is Ranula (German, Froschleingeschwulst). It 
generally occurs on one side only, but may be bilateral, as in a case 
lately demonstrated by Schaffer. Ranula occurs as a grayish white, 
fluctuating, elastic bladder-like tumour, varying in size, having its seat 
on the floor of the mouth under the tongue, but which, when more ad- 
vanced, forces itself up between the tongue and lower jaw. There is 
generally no pain, but speaking and chewing are both considerably 
impeded. Up to the present time, opinions regarding the nature of 
ranula have been very divergent; while some ascribe it to an ob- 



so DISEASES OF THE MOUTH. 

struction of Wharton's duct, and others regard it as a dropsy of 
one of the mucous follicles on the outer side of the genioglossus 
muscle ; it is now certainly proved by Recklinghausen and Sonnen- 
burg, that ranula proceeds from the so called Nuhn-Blandin gland, 
situated beneath the anterior part of the tongue. 

The prognosis is so far unfavourable, in that the tendency is for it 
to recur. 

Treatment. — ^The treatment must be operative. Should the swelling 
refill after simple incision, with or without the subsequent injection of 
iodine, then a wider opening must be made to empty out the contents, 
by removing a piece of the cyst wall with scissors ; after which the 
walls of the cyst must be stitched to the mucous membrane with 
several sutures. 

The treatment of the remaining neoplasms and tumours men- 
tioned above, must be conducted on the lines laid down in text books 
of surgery. 

DISEASES OF THE NERVES. 

The various diseases of the mouth are in most cases accompanied 
by alterations of common sensibility and also of taste. 

Diminution or complete loss of sensibility in the mouthy or ancBsthesia^ 
hardly ever occurs, except in diseases of the brain, or in peri- 
pheral paralysis of the second and third branches of the trigeminus. 
The affection is usually one-sided, as in localised lesions, and extends 
to the mucous membrane of one cheek, or to half of the tongue. In 
different lesions of the brain, as well as of the spinal cord, and, ac- 
cording to Romberg and Althaus, after the continued influence of 
cold air, the anaesthesia may become bilateral. When the tongue is 
attacked, disturbances of taste also take place. 

When the anaesthesia is unilateral, food taken into the mouth is 
perceived on the affected side, only on account of its temperature or 
its physical properties. A glass put to the mouth gives the impres- 
sion of being broken off, and remnants of food collect between the 
cheek and gum, and remain there unobserved. The tongue is thickly 
furred on the anaesthetic side, and on it are seen cracks and bites, in- 
flicted by the patient himself, from his not knowing the position of his 
tongue, especially when the motor fibres of the nerve are also affected.- 
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D/SEASES OF THE NERVES. J I 

Hyperaslhesia of the mouth may arise from central lesions cer- 
inly, or from hysteria, but is as a rule caused by neuralgia of the 
;eminus. It extends to the palate, cheeks, lips, and gums, and 
in rare cases lo the tongue, floor of the mouth, or anterior pillar 
the fauces. The pain is generally of a neuralgic character, be- 
ginning suddenlj-, then disappearing after a few minutes, and return- 
ing again at stated intervals. Salivation is, as a rule, increased, and 
one half of the tongue furred. According lo Albert, the neuralgic 
often caused by little excrescences on the edge of the 
ingue, immediately in front of the base of the anterior pillar of the 
luces. 

The same etiological conditions, as a rule, also cause parcEsthesta 
of the mouth. At one time the patient complains of a feeling of fur 
outh, at another of " falling asleep " of the tip of the tongue, 
id of heat and cold in the gums, or hard palate. The author once 
iserved in a case of acute spinal meningitis, altered sensation 
lited to the point of the tongue, which, however, disappeared 
id u ally along with the other symptoms- 
Occurring more frequently than anomalies of ordinary sensibility 
are disturbances of the sense of taste. 

Atiasihtsia of the nen-(s of taste (anesthesia gustatoria, ageustia) 
may be produced in a purely mechanical way, by an impediment to 
the action of sapid substances on the peripheral ner\-e endings, as, for 
example, from abnormal dryness of the mucous membrane, from the 
tongue being thickly coated, by food either very hot or very cold, or, 
on th« other hand, by central and peripheral lesions of nerve con- 
duction in the trigeminus, lingual, chorda tympani, facial, and glosso- 
pharyngeal nerves. The power of taste may be either diminished or 
arrested, for all or only for some kinds of taste, the alteration being 
complete or partial, unilateral or bilateral. In the mildest cases, the 
perception of taste is always somewhat delayed. lesions in the region 
of the trigeminus, lingual, chorda tympani, and facial, principally in- 
terfere with the powerof taste in the anterior two-thirds of the tongue, 
but also in its tip and edges. There can be no doubt that affec- 
tions of the glossopharyngeal are followed by loss of taste at the 
root of the tongue, the palate, and posterior wall of the pharynx, 
When the glossopharj'ngcal and lingual nerves are simultaneously 
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affected, and there is also anaesthesia of the skin, the cause must be 
looked upon as being of central origin (Seeligmiiller). 

Hyperesthesia gustatoria is often a physiological phenomenon. Just 
as there are persons with unusual sharpness of sight, or with unusually 
good sense of smell or hearing, so there are also those with extra- 
ordinary delicacy of taste, especially if the last has been trained from 
youth, as is often seen in the case of wine merchants, tea and coffee 
buyers, and gourmands, who are able to determine the vintage and 
variety of wine, the different sorts of tea, and the least taste of spices. 

Pathological hyperaesthesia of taste occurs relatively oftenest in 
hysterical or nervous persons, who then can taste the minutest quan- 
tity of salt or spices, which healthy people do not perceive at alL 
The author once observed a case of periodical hyperaesthesia of taste 
in a healthy young man, to whom food, quite free from salt, appeared 
at these times excessively pungent and unpleasant 

Altered perception of taste very often occurs, and is known as 
Parcesthesia gustatoria or Allotriageustia, It occurs quite commonly 
in fevers, and in disorders of the alimentary canal, in short, in all 
these processes in which the tongue becomes furred and the mucous 
membrane of the mouth in any way altered. Patients with rheumatic 
facial paralysis also often complain of an insipid, sourish, or bitter 
taste. Favourite dishes even generally have an unpleasant metallic 
or foul taste. Sugar seems bitter, salt sweet, coffee tastes like chicory, 
cigars like burnt straw, &c Here also must be mentioned the par- 
tiality which so many chlorotic, hysterical, or pregnant women have 
for unusual, distasteful, and even nauseous things, such as burnt coffee 
beans, hemp seed, chalk, onions, assafoetida, castor oil, &c. Many of 
these anomalies are to be considered as distinct hallucinations of taste 
and illusions, and looked on as manifestations of psychical disturbance. 

Treatment, — The treatment of these different conditions promises 
results, only when careful consideration is given to the etiology ; but 
since an exhaustive description of these extremely numerous affec- 
tions would carry us far beyond the limits of this book, it is only 
possible to mention here the favourable influence of electricity, the 
constant current being more effectual than the induced. It is easy 
to understand that the disturbances arising from central lesions 
present scarcely any prospect of a good result 
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Disturbances of movement maniiest themselves as spasm and 
paralysis. 

Sfasm occurs principally in the tongue, and generally as part of 
some general nerve lesion, such as hysteria, eclampsia, epilepsy, 
chorea, etc, and is sometimes clonic, sometimes tonic in character, 

Idiopathic spasm, limited to the tongue, is very rare, although 
several authors, in particular Berger, have observed it. The tongue 
is draiflTi intermittently forwards and backwards, it is turned and 
raised, or is thrown here and there in all directions with smacking 
noises, just as in the case of a person stammering. In tonic spasm, 
according to Valleix, the tongue is immovably fixed against the hard 
palate. 

Spasm of the masseter occurs much more commonly. It is either 
tonic or clonic in character. The former, which is called Trismus 
or lockjaw, is generally bilateral. The lower jaw is so firmly pressed 
against the upper that the teeth cannot be separated, nor the mouth 
opened ; the muscles are as hard as a board, and very painful If 
only some of the muscles of mastication are affected, or only on one 
side, the lower jaw becomes displaced, as in a case of l.eube's, in 
which the pterygoids on one side only were involved, the lower 
jaw on the affected side being caused to protrude beyond the 
I upper. 

In the clonic form the lower jaw is quickly jerked against the 
upper : if this be in a vertical direction, the teeth chatter ; if hori- 
zontal, they grind on each other. It is easy to understand how these 
involuntary and violent movements may cause the tongue, lips, and 
cheeks to be bitten, and the gums and teeth to be more or less 
injured. 

The causes of this affection are meningitis, cerebral tumours, 
epilepsy, hysteria, encephalitis, and more particularly the different 
forms of tetanus, tetany, and hydrophobia ; it is also, but rarely, 
caused by peripheral irritation of the trigeminus consequent on bad 
teeth. 

The prognosis, when the affection is due to central lesion, and also 
in tetanus, is in the highest degree unfavourable, but is favourable 
I when the cause is peripheral. 

Treatment. — The treatment in the first place must be directed to 
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the removal of the exciting causes, but this is impossible in the : 
of cases. In tetanus, the exhibition of full doses of narcotics 
recommended, especially morphia subcutaneously, also the in' 
of chloroform, and warm baths. When rheumatism is the Cfl 
patient should be made to perspire freely ; salicylate of soda 
be given, and galvanism applied to the muscles. When the 
is affected, galvanism should be applied to the hypoglossal ne 
also to the medulla oblongata. 

Of far more importance than the nervous lesions which h: 
been considered, are the paralyses which attack the various 
composing the oral cavity. 

Paralysis of the lips, especially of the orbicularis oris, is an 
constant accompaniment of central or peripheral paralysis of tl^ 
nerve; it is generally unilateral, affects sometimes the lo> 
sometimes the upper, sometimes both, as is generally the 
bulbar paralysis. Articulation becomes indistinct on accoun. 
partial or complete inability to pronounce the labial consonant 
patient is also unable to whistle, or to blow out a light, all tl 
if, as is so often the case, the muscles of the cheeks are 
affected. If the paralysis is complete the mouth cannot shut, 
the food falls out, and the saliva continually dribbles over 
and chin. 

Paralysis of the masseter is generally of central origin, 
symptom of inflammatory, degenerative, or neoplastic disease 
pons or medulla oblongata, but chiefly of bulbar paralysis. Th 
may be, but is very seldom, caused by pressure on the ner 
plying the parts. 

The earliest of the subjective symptoms is difficulty in mas 
hard substances, powerlessness of the muscles being compla 
by the patients. Objectively there is loss of tone or relaxatioi 
muscles, mastication becomes gradually more difficult, and 
quite impossible ; the under jaw, when the lesion is bilateral 
down relaxed, the muscles atrophy, and sometimes become cbn 

Paralysis of the tongue manifests itself in a specially 
manner. 

If the lesion be unilateral, as is usual in embolus and apop 
in peripheral pressure on the hypoglossal, the tip of the tongu 
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protruded inclines to the paralysed side, (he reason being that the 
non-paralysed genioglossus draws the tip of the tongue over the 
lower jaw towards the opposite side, because the corresponding 
muscle on the other side being paralysed offers no resistance. In 
advanced long-standing cases, atrophy of the paralysed half of the 
tongue lakes place. 

If the lesion be bilateral, the tongue cannot be protruded at all, 

;s not even as far as the teeth, but lies in the mouth like a 

1 atrophic mass, only showing now and again fibrillar contrac- 

>. If the lesion be incomplete (paresis), the point of the tongue 

ftannot be protruded either so far or so quickly, nor can it be so 

romptly moved about in different directions , as it can be when in its 

lormal condition. 

The disorders caused by paralysis of the tongue bear, on the one 

I, upon the function of mastication, on the other, upon articu- 



While, under normal conditions, pieces of food are pushed by the 
tongue between the two rows of teeth to be bitten small, and are then 
moved backwards into the throat, in paralysis of the tongue the food 
lies on the dorsum of the tongue and remains there, and even if it 
Ldoes get into ihe pharj-nx, it is simply pushed back into the mouth, 
Rbecause the wall formed by the tongue between the mouth and the 
Qiroat is awanting, or is incomplete. 

The disorders of articulation, In unilateral paralysis, show theni- 
lelves in indistinct pronunciation of the hnguals ; m bilateral, and 
xially in bulbar paralysis, speech is stammering and almost unin- 
elligible. 
The prognosis of paralysis of the tongue depends upon the cause 
'-and on the degree of the lesion. In peripheral pressure on the hypo- 
glossal, under certain conditions the paralysis may be removed by a 
surgical operation, extirpation of a tumour, or extraction of a retained 
\ bullet, or any other foreign body ; in apoplexy or cerebral embolus 
: prognosis is not altogether so unfavourable as the paralysis may 
er a time get well ; but in tumours of the brain encepnalic deposits, 
d bulbar paralysis, it is absolutely hopeless. 
Treatment. — The treatment of paralysis of the tongue, lips, and 
muscles of mastication consists in the simultaneous treatment of 
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their cause, in the electrical excitation of the hypoglossal nerve, or 
of the muscles of the tongue and of the cheeks from the oral cavity. 
In bulbar paralysb, the highest attainment is arrest of the disease ; 
scarcely any improvement, or even an approach to recovery, can be 
recorded, although Tommasi by means of faradism, and Benedikt by 
galvanism of the sympathetics, consider that they have had good results. 

DISEASES OF THE SALIVARY GLANDS. 

The efferent ducts of the salivary glands all being situated in the 
mouth, it seems proper that their diseases be classified with those of 
the mouth. 

There are three salivary glands, the parotid, the submaxillary, and 
the sublingual. 

The largest and most important of these is the parotid. It lies 
in front of, and under the ear, in the recess bounded by the ascend- 
ing ramus of the lower jaw, the mastoid process, and the external 
auditory canal It extends from there across the external surface of 
the masseter, as far as the inferior edge of the zygomatic arch. In- 
wards it reaches to the styloid process. It is lobular in appearance, 
and consists of rounded segments called acinic bound together by 
connective tissue. Its efferent duct, known as Stenson's duct, is 
distinguished by the thickness of its wall and narrowness of its 
lumen, and is situated at the upper third of the anterior border of 
the gland. It is formed by the meeting of the ducts of the acini, 
runs parallel to the zygomatic arch, then under it forwards on the 
outer surface of the masseter, at whose anterior border it descends 
though the fatty layer of the cheek to the buccinator muscle, which 
it pierces at its middle point, to open on to the inner surface of the 
cheek, opposite the first or second upper molar tooth. In a living 
person the orifice may be seen, if the cheek be withdrawn, as a 
black speck, no bigger than a pin head, or as a small hollow, and 
into it a fine probe or canula can be passed. Sometimes the opening 
is covered with a small button-like protuberance. Sometimes there 
is seen lying in front of the parotid gland, or on its efferent duct, 
another smaller gland called the Parotis accessorial whose duct runs 
into Stenson's duct, and round about the implantation of the latter. 
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in the buccinator sometimes there is found a group of small buccal 
glands. 

The salivary gland of the lower jaw, i. e., the submaxillary gland, 
is about half the size of the parotid; it lies under the mylohyoid 
muscle, between the superficial and deep fascia of the neck, in the 
triangular space bounded by the inferior edge of the lower jaw and 
the two bellies of the digastric muscle. Its efferent duct, called 
Wharton's duct, along which a delicate process of glandular tissue 
extends as a prolongation of the gland substance, passes over the 
superior surface of the mylohyoid, between it and the sublingual 
gland inwards and forwards, and opens on the rounded extremity of 
one of the papillie, which are to be found on both sides of the frcnum 
of the tongue (caruncula sublingualis). 

The sublingual gland is the smallest of the three, and lies on the 
upper surface of the mylohyoid, covered only by the mucous membrane 
of the floor of the mouth, which it elevates to a slight degree. Its 
posterior end lies in contact with the anterior end of the submaxillary 
gland, and its minute ducts, 8 to 12 in number (known as the ducts 
of Rivini), open either behind the caruncula subungualis into the 
mouth, or run into one another, and, as in the case of the other 
glands, form a common duct. This is known as Bartholini's duct, 
and it as often has an opening of its own on the caruncula, as it 
unites with Wharton's ducL It is still undecided whether the so 
called Nuhn-Blandin gland, which lies under the point 0/ the tongue, 
is to be considered as a salivary or as a mucous gland. 

The saliva secreted by these glands has for its function the 
[moistening and saturating of the mouth, and also of the ingesta. 
'By its influence starch is converted into grape sugar. 

Without describing the physiological details of the secretion of the 
saliva, let us consider a very frequent pathological phenomenon, viz., 
increased flow of saliva. 



■ SALIVATION OR PTYALISM. 

Increased salivation is the constant accompaniment of most of the 
diseases of the mouth. Particularly does it occur in children when 
cutting their teeth, also in mercurial stomatitis, aphtha, and in variola 
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of the mouth. It also is caused by the examination of the mouth, 
throat, and larynx, as well as by taking irritating articles of food 
and certain medicines, principally mercury, iodine, copper, and 
lead ; also during dental operations, when the saliva is poured out in 
a jerky manner. Not only does increased secretion of saliva occur 
in diseases of the mouth, but also in both acute and chronic diseases 
of the stomach, bowels, and uterus. It is caused reflexly by the 
presence of entozoa in the alimentary tract, and by anomalies of the 
blood, as in anaemia and chlorosis, also during pregnancy and dis- 
eases of the throat and nose. A very remarkable form is that occur- 
ring in hysterical persons of both sexes. It may occur in conse- 
quence of pain in the face, teeth, or ear, thus confirming the fact 
that ptyalism depends to a very great extent on the nervous system, 
and especially on irritation of the trigeminal, facial, and glossopharyn- 
geal nerves. 

The onset of salivation is frequently accompanied by an unpleasant 
dragging feeling, never by real pain, in the region of the parotid gland 
and lower jaw, and often by an insipid metallic taste. The quantity 
of saliva excreted is often prodigious, and may amount to from 2 to 
9 pints in the day. Naturally the mouth cannot make use of such 
quantities, hence some of it is swallowed, giving rise, especially in 
children, to catarrh of the stomach and diarrhoea ; the rest flows out 
of the mouth, compelling the patient to expectorate continually, and 
even depriving him of his night's rest. 

When the skin is very sensitive, but especially in the case of 
children, reddening and even erosion of the skin of the neck and 
chin takes place ; and according to Vogel, on account of the con- 
tinual wetting of the clothing, and the chilling caused thereby, bron- 
chial catarrh may be set up. 

Another consequence of the increased secretion of saliva is a 
diminished secretion of urine; sometimes it leads to emaciation 
which is due to loss of appetite, caused by dilution of the gastric 
juice and the consequent limited digestion of starchy materials. 

In colour the saliva is almost always turbid (milky) and opalescent, 
due to the admixture of epithelium with it, sometimes it is more viscid 
and stringy, sometimes thin and watery ; in stomatitis it has a dis- 
agreeable, even foetid odour. 
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le specific gravity of the saliva is at first considerably increased, 
even as high as 1059, but it gradually sinks below normal, and often 
only amounts to 1001. Its reaction varies : sometimes it is normal, 
sometimes alkaline or acid, or it may be neutral. The quantity of 
sulpho-cyanate of potash in it is usually considerably lessened. In 
mercurial ptyalism, Bamberger has, by means of galvanism, detected 
mercury in the saliva. 

The duration of the affection varies very much, and lasts from a 
few days to several months, or even years, according 10 the primary 
.disease. Nervous ptyalism is often very iniermittent, occurring at 
longer or shorter intervals. 

The prognosis is, as a rule, favourable, even when, as already men- 
itioned, disturbances of nutrition are present on account of the long 
duration of the affection. Recovery seldom occurs suddenly, but is 
nearly always gradual. 

Treatment. — The therapeutics of salivation can but rarely be prophy- 
lactic, as when it is caused by mercury or iodine. In administering 
calomel, which, as a laxative in acute diseases, is still much esteemed, 
caution must be exercised, as has already been mentioned in speaking 
of gangrene. It is self-evident that on the first appearance of saliva- 
tion, the proper remedy must be at once and thoroughly admin- 
istered. Diseases of the mouth, and of the alimentary canal, are to 
be suitably treated, and bad teeth extracted. The treatment of those 
cases in which the exciting causes cannot be made out is very diffi- 
cult. Sometimes success is attained by exciting the secretions of the 
skin, the stomach, and the kidneys, by means of douching, steam 
baths, friction, and other methods of stimulating the action of the skin, 
as well as by mild laxatives and copious water drinking. Nervous 
ptyalism is most stubborn, so also is that occurring during pregnancy; 
it disappears most readily on the administration of opium, chloral, mor- 
phia, and bromide of potassium. Others have seen benefit follow 
the use of atropin, acetate of lead, and iodide of potash. Locally, 
astringent mouth washes of alum, tannin, tincture of rhatany, bi-car- 
bonate of soda, etc., are to be recommended, especially where inflam- 
mation of the mucous membrane of the mouth is also present. 
Attention must of course be given to ordinary nutrition; starchy 
materials being limited as strictly as possible. 
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PAROTITIS. 

There is no doubt that, of the salivary glands, the parotid is the 
one most frequently attacked by inflammation, although at the same 
time the submaxillary and sublingual are by no means exempted. 

Parotitis may occur primarily or idiopathically, and secondarily or 
metastatically. 

Affections of the mouth, injuries, foreign bodies, and concretions 
in Stenson's duct, and also catching cold, play a very subordinate 
part in the origin of idiopathic parotitis. Gruber holds that inflam- 
mation of the middle ear, which does not extend to the external 
auditory meatus, may, by way of the Glasserian fissure, cause parotitis 
and pharyngitis. 

Idiopathic parotitis being usually an infectious disease, appears 
generally as an epidemic. 

Although up to the present time we are still in the dark as to the 
nature of the poison, yet we must conclude from the different symp- 
toms of the disease that it is due to infection. Epidemic parotitis is 
a purely contagious disease, and is usually spread by the inhalation 
of the specific poison coming from a person suffering from parotitis. 
It is, moreover, not merely a local affection, but a general infectious 
disease, primarily localised in the salivary glands. Children from 2 
to 15 years old are specially liable to be attacked, but persons at the 
age of puberty also furnish a fair proportion of cases. Males are 
particularly predisposed to it, and it generally occurs during the cold 
seasons of the year. Sometimes it is limited to a very small space, to 
a boarding school, an orphan institution, a cadet corps, a barrack, or 
even to a single flat in a house ; while, on the other hand, it may spread 
over an entire building, a whole village, a town, or even a province 

The spread of the disease, as a rule, goes on slowly. Incubation 
generally lasts from 7 to 14 days, though it has been observed to be 
only 3 or 4 days, and sometimes much longer, even from 20 to 21 
days. Some physicians do not regard parotitis as infectious ; if, how- 
ever, we consider that other diseases also, as for example cholera, 
in spite of their introduction to a place, do not spread epidemically, 
because there are special circumstances necessary for their doing so, 
the often observed isolated cases of parotitis will not appear remarkable. 
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The anatomical basis of parotitis is due, on the one hand, to catarrh 
I of the mucous membrane of the ducts of the gland, and also of 
the gland Itself; on the other, to inflammation of the interacinous 
and periglandular connective tissue. Many observers, and among 
them Gerhardt, consider the term peri par otitis, a more suitable name, 
since the function of the gland is not interfered with during the in- 
■iflammation. 

I The disease begins, as in some epidemics, with a distinct pro- 
dromal stage, this being less pronounced in others, the symptoms 
being Bying stinging pains in front of the ear, a feeling of tension 
when the mouth is opened, lassitude, want of appetite, sleeplessness, 
and slight fever. 

After two or three days symptoms in the gland itself make their 
appearance; opening the mouth and chewing become painful, the 
parts in front of the ear are swolleri, the swelling extending in all 
directions, so that the lobe of the ear and the rest of the auricle are 
raised and forced outwards, and the region in front of the external 
auditory meatus and the zygomatic process appear bulged out ; ihe 
swelling further extends to the lip and cheek, and also to the eyelid 
and orbit, producing a comical expression of the face, hence the 
disease is called" Tolpd" (booby), " Bauernwetzel" (country fellow), 
mumps, &C. In some epidemics both glands are affected, in others 
only one. Other glands may participate in the swelling. The first of 
■ these are the submaxillary and sublingual, which become, as I can 
■'•fiirm, sometimes alone, or at least earlier, more severely affected than 
the parotid itself. Next come the cervical, jugular, and axillary, lym- 
phatic glands, and lastly, as was first observed by Gerhardt, the spleen. 
The swelling of the parotid is in most cases only su[jerficial, the 
buccopharyngeal, and deep fascia of the neck, preventing its penetrating 
further, but it can extend more or less deeply, pushing aside the lateral 
wall of the pharynx, and the isthmus of the fauces, and thus causing 
difficulty in swallowing and dysphagia, also hoarseness and dyspnoea. 
Difficulty in swallowing ts in most cases brought on by the function 
of the muscles of the neck being interfered with, in consequence of 
the presence of the enlarged glands, or it may be due to stomatitis. 
Patients anxiously avoid opening the mouth or chewing, hold their 
heads stiffly and erect, and complain of stinging pains, noise in the 
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ears, and difficulty in hearing. The skin over the swelling is stretched, 
pale, oedematous, and shining. Fever is always present, in some 
cases slight, in others very pronounced. The type of the fever is, as a 
rule, irregular, but there are generally evening rises and morning re- 
missions. According to Debize the temperature may be from 39.5 
to 40.0 C. for several days, and in rare cases takes on the character 
of typhoid fever, accompanied by apathy, delirium, and torpor. 

Besides the lymphatic glands and the spleen, the genital organs are 
particularly liable to be affected, more usually in males, and at the 
time of puberty, seldom in boys or in old men. This form of 
orchitis often attacks only one, and that usually the right testicle, 
seldom both. Sometimes only the testicle is affected, sometimes the 
epididymis, sometimes both, and with it acute hydrocele may be 
associated. This complication sets in accompanied by a considerable 
amount of fever, also by dragging pain and a feeling of tension in the 
scrotum and inguinal region. The orchitis generally disappears, but 
atrophy of the testicle and impotence may result, and now and again 
it is associated with inflammation of the spermatic cord, cystitis, and 
urethral blennorrhoea. 

In females there occur inflammation of the ovaries, vulvo-vaginal 
catarrh, inflammatory swelling of the vulva and breasts, with consider- 
able pain. 

As to the significance of these complications there has always been 
divided opinion. While some recognise them as simple metastases, 
others regard them, and evidently with more reason, as secondary 
localisations of the specific poison of parotitis, just as bronchitis after 
measles, and as affections of the kidneys, joints, and throat in scarlet 
fever. As to localisation in the brain, there are no reliable ob- 
servations. 

The duration of the disease varies very much with the character 
of the epidemic Mild cases generally recover in from 3 to 4 days. 
Severe cases, especially when the genital organs are implicated, last 
from 2 to 4 weeks. Still longer is the duration, if, as is frequently 
the case, a relapse takes place. The relapse may last for from 8 to 
14 days more, rarely does it continue longer, though in a case observed 
by Gerhardt, it continued for 19 days after complete recovery from the 
first attack. 
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The prognosis is favourable, since the affection almost always 
results in resolution, very seldom in ulceration. In malignant epi- 
demics life may be constantly in danger from the height of the 
fever, difficulty in breathing, and from extensive suppuration of the 
glands. 

The diagnosis depends on the objective and subjective symptoms. 
If distortion of the face is already present, it is extremely easy. It 
may be confounded with swelling of the glands of the neck, but only 
when one is entirely ignorant of anatomy. The diagnosis is more 
difficult when the disease begins in the submaxillary gland, but the 
participation of the parotid later on puts one on the right track. 

TVm/ot/w/.— The treatment in mild cases maybe expectant; in severe 
cases, especially with considerable amount of fever, quinine, salicylate 
of soda, kairin, or antipyrin should be given, and the bowels should 
be kept open, but not by means of calomel. From the use of emetics 
I have never found the least benefit. Locally, rubbing the swollen 
glands with clean fat or olive oil, or with vaseline, and bandaging with 
Brun's cotton wool, are recomniended. Where, in the acute stage, 
inunction of a highly diluted grey ointment was used, I observed in most 
cases aggravation of the disease and salivation. The application of ice 
could not as a rule be tolerated. When recovery is slow, and where 
there is induration, a good application is tincture of iodine and tinc- 
ture of galls in equal parts. Orchids is to be treated by suitable 
position of the parts and cold applications, which generally quickly 
relieve the pain. When the female genitals are affected, syringing the 
vagina with lukewarm water, sitz baths, and warm poultices are most 
to be recommended ; in dysphagia leeches should be applied, ice, 
cold gargles, or scarification of the cedematous parts ; abscesses must 
be matured and opened soon. 

Secondary or phlegmonous metastatic parotitis is a far more serious 
disease. 

It generally follows close upon severe infectious diseases, particu- 
larly typhoid and scarlet fevers, but may also be met with after 
measles, variola, puerperal fever, pyemia, erysipelas of the face, 
recurrent exanthematous fevers and typhus. Against its origin- 
ating from catarrhal obstruction of Stenson's duct and consequent 
m blocking up with putrefaction of the secretion, is brought the fact of 
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its unusual rarity in catarrhal stomatitis, in thrush or in ulcerative 
stomatitis. 

Parenchymatous degeneration of the glandular tissue caused by 
increase of temperature, must be taken as the exciting cause of this 
metastatic typhoid parotitis. According to Hoffman , typhoid paro- 
titis, which has become undoubtedly less since the introduction of the 
cold water treatment, consists in an excessive increase of the changes 
in the parotid usually seen in typhoid, and bears the same relation to 
the latter, as the formation of ulcers and perforation of the intestine do 
to infiltration of the follicles. While in all severe cases of typhoid, the 
swelling of the glands, which is always present, and which is associated 
with degeneration of cells, usually resolves, without having made itself 
specially apparent ; here, on isolated spots, it goes on to suppuration and 
disintegration of the tissues, not only of the gland substance itself, 
but also of the connective tissue between the acini. By the union of 
several small deposits, larger abscesses are formed, and in certain 
circumstances the whole gland may become converted into an 
abscess. Hoffmann explains that it is on account of the compact- 
ness and firmness of the fascia surrounding the parotid that violent 
inflammatory symptoms occur so much when the gland is swollen, 
while the other salivary glands and the pancreas are not attacked by 
the same process. 

The subjective symptoms of suppurating parotitis are at first iden- 
tical with those of the idiopathic form. On account of the usually 
severe prostration of the patient, and of the functional disturbance of 
the brain, complaints of pain in the ear, or of pain on opening the 
mouth, are not expressed. The swelling is generally very consider- 
able, and as pus forms, the skin becomes reddened, fluctuation 
appears, and the abscess matures in a few days, but in protracted 
cases it may go on for weeks. There is usually a considerable rise 
of temperature. Disintegration is not localised to the parotid alone, 
but spreads into the surrounding parts, and leads to venous throm- 
bosis, to suppuration of the masseters and pterygoids, and also to 
gangrene and pyaemia. The bursting of the pus takes place either 
towards the external auditory meatus, or through the skin over the 
parotid, and implication of the facial nerve often causes paralysis of 
several of the muscles of expression. 
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Parotitis siip|)urativa generally appears, according to Liebermeister, 
during the third or fourth week of typhoid, but almost only in severe 
cases, and miist be looked upon as a very serious complication, be- 
cause on the one hand it is a sure sign of the widespread degenera- 
tion of the organs, and on the other because it aggravates the diminu- 
tion of strength by fresh fever, or threatens life by pyiemia. 

The prognosis is the more unfavourable the earlier the affection 
appears in the course of infectious diseases. In prolonged or gan- 
grenous disturbances, there remain disfiguring defects, caries of the 
bones, and paralysis of the face. EphidrosU parotidea, a condition 
sometimes remaining after the healing of parotid abscesses, must be 
looked on as a most remarkable occurrence. During mastication a 
clear fluid is perspired from the skin over the parotid, while between 
meals none is observed. 

Treatment, — The treatment consists in the earliest possible re- 
moval of pus. As Stenson's duct is sometimes stopped up, it is 
recommended to remove all hindrances and evacuate the pus, accord- 
ing to the method of Mosler and Bruns, by introducing canula:, and 
also by making pressure on the parotid and clearing out the efferent 
ducts. Should this not succeed, poulticing, and then opening with 
the knife, must be resorted to, The incision must be made either 
outside the region of the blood vessels and the facial nerve, or if 
necessary, parallel with the latter, and through the parotid fascia; 
an anti.septic dressing is absolutely necessary. When patients are in 
a low state, special attention must be paid to strengthening diet, 
alcohol and quinine. 

^ NEOPL.\SMS AND CONCRETIONS. 

According to recent researches, simple hypertrophy of the parotid 
does not ap[)ear to be so common as was formerly supposed. It is 
occasioned by prohferation of all the constituent t>arts of the gland, 
or by fatty deposition or proliferation of the perialveolar and inter- 
acinous connective tissue. Idiopathic or secondary inflammations of 
the parotid are the usual causes of the resulting enlargement, I once 
saw in a man, aged thirty-eight, a soft, painless bilateral hypertrophy, 
giving rise to great distortion, but which could be attributed to no cause. 
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Cystic tumours of the salivary glands are fairly common. They 
may grow to the size of a hen's egg, and have partly serous, partly 
sebaceous contents. 

Cystic tumours of the parotid are partly due to inflammatory 
ulceration of the mouth. They develop slowly and without pain, 
and occur on the cheek, or along the course of Stenson's duct ; rarely 
in the parotid itself. They vary very much in size, seldom growing 
larger than a walnut. They are hard and firm, sometimes fluctu- 
ating. Cure takes place after reopening the efferent duct, or through 
disintegration and atrophy, and sometimes after abscess of the parotid 
and formation of fistulae. 

Enchondromata are also of frequent occurrence : they spring from 
the stroma of the connective tissue of the glands, and are, according 
to Koenig, solitary nodes of real hyaline cartilage, which, growing from 
the deep parts of the glands, push aside the tissues, and appear on 
the surface as one or more lobulated masses. Numerous transition 
forms also occur, such as myxochondromata, myxosarcomata, and 
fibro-myxochondromata. 

Carcinoma of the parotid is not uncommon, occurring in the form 
of scirrhus and medullary cancer in persons of advanced age. The 
former gives rise to tuberculated, uneven, hard swellings, which often 
take years to develop, chiefly on account of the fascia oflfering resist- 
ance to its growth ; but when the latter is once penetrated, swelling 
of the lymphatic glands and ulceration set in. The soft cancer grows 
very rapidly, enlarges in all directions, forces its way into the mouth, 
and soon changes into suppurating ulcers. 

The symptoms consist partly in distortion of the face, partly in 
interference with mastication, and also in pain, deafness, facial paralysis, 
compression of the external auditory meatus, increase of growth into 
the orbits, amaurosis, etc. 

The prognosis is guided by the size and histological structure of the 
growth ; innocent circumscribed tumours may leave behind incurable 
facial paralysis. 

Treatment — The treatment can only be operative. Previously, 
parenchymatous injection of iodine or chloride of zinc, or the in- 
ternal use of iodine was tried, which in malignant lymphosarcoma 
was followed by decided benefit. Should these methods fail, then 
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recourse must be had to extirpation of ilie parotid ; for a description 
of which operation text-books on surgery must be referred to. 

The parotid is also the seat of foreign Ixidies and concretions. 

The former enter the gland itself or its efferent duct, either through 
the skin by means of injuries, or by the mouth. 

As in the nose, so also in the sahvary glands and their efferent 
ducts, little foreign concretions form, the so called salivary calaili, 
which are generally of the size of a pea, but may become as large as 
hazel or walnuts. They have a stratified structure, with allernale 
white and yellow layers, and consist for the most part of carbonates 
and phosphates, chalk and magnesia, with a small amount of organic 
material Maos found numerous bacteria in them : their colour is 
usually clear white or yellow; sometimes they seem to be con- 
genital. 

The symptoms of concretions depend upon the blocking of the 
parotid duct. The saliva does not flow, the gland swells up and sup- 
purates, and not infrequently salivary fistulas are formed. 

To diagnose the lesion, examination of the duct with a probe or 
small tube is indispensable. 

Treatment. — The treatment consists in the dilatation of Stenson's 
or of Wharton's duct ; if this does not bring about the desired result, 
then the concretions must be excised. 

The submaxillary and sublingual glands are affected in the same 
way and at the same time as the parotid, or they may be affected 
singly. The submaxillary is more frequently attacked. There ap- 
[lears under the lower jaw a firm elastic tumour, accomjianied by 
considerable pain and tension, and inability to open the mouth ; 
it may become absorbed, or may go on to suppuration. If the 
inflammation of the submaxillary extends to the cellular tissue under 
the chin, then the disease is designated 

^ ANGINA LUDOVICI, OR CYNANCHE CELLULARIS 
MALIGNA. 

It appears spontaneously without apparent cause, after cold, or 
after a fall or blow on the under jaw ; sometimes it follows an in- 
fectious disease, and must then be considered as metastatic. I saw 
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such a case once in a child six months old, in whom, without doubt,1 
the cause was suppuration of the sublingual gland. 

The skin between the halves of the lower jaw, as far down as the 1 
hyoid bone, or even the sternum, is generally extensively infiltrated, and ] 
there are also well marked febrile and gastric symptoms. The skin ] 
is also reddened, and very painful, and the movement of the lower J 
jaw is completely in abeyance. On account of the pressure of the 1 
ever-increasing swelling, the tongue is forced against the hard palate, I 
so that speech, eating, and swallowing become impossible. In well J 
marked cases stenosis of the larynx results from ccdema of the muc- 
ous membrane, or from compression ; and on account of pressure on | 
the jugular veins, giddiness, tinnitus, and delirium may occur. 

The course of the disease is generally protracted. The swelling \ 
may certainly resolve ; this, however, seldom happens ; usually ab- I 
scesses form after a longer or shorter time, which are opened by the I 
surgeon, or which burst of their own accord, and discharge, either 1 
into the mouth or externally, thick sanious pus and bits of dead J 
cellular tissue. Fistulous openings, and scars, which interfere with l 
the movement of the muscles of the neck, not infrequently remain. 

The prognosis, regarding which 1 agree with Bamberger, is not 1 
altogether so unfavourable as is generally affirmed. That the me- 
tastatic form is worse than the idiopathic is certain, as also the fact 
that death may ensue in both forms from gangrenous destruction of I 
the skin, and from pyiemia, or from asphyxia on account of the I 
larynx becoming also affected. 

Treatment. — The treatment at first should be antiphlogistic. In the 
idiopathic form local blood-letting is recommended, but not in the 
metastatic, being too weakening : ice too may be applied. Poultices 
are necessary to mature the pus, and incision must be made as soon 
as possible. For the fever, quinine must be given ; for weakness, 
stimulants. When there is danger of choking, deeply incising the 
skin, or scarification of the mucous membrane must be tried, and -J 
eventually, if necessary, tracheotomy, which in these cases is a veir I 
difficult operation. 
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ANATOMICAL AND CLINICAL INTRODUCTORY 

REMARKS. 

By the terms, throat, pharyngeal cavity, and pharynx, is understood the 
elongated four-cornered space, which extends from the base of the occi- 
put and sphenoid bones above, to the superior border of the fifth cervi- 
cal vertebra below, and which is continuous anteriorly with the cavities 
of the nose and mouth, laterally with the middle ear, and inferiorly 
with the larynx and oesophagus. This space is lined by a fibrous 
trabecular framework, which, covered with mucous membrane, is 
attached to the anterior surface of the vertebral column, and contains 
numerous muscles, nerves, glands, and vessels. It is in relation with the 
vertebral column by means of the retro-pharyngeal cellular tissue, which 
extends over the aponeurosis covering the prevertebral muscles. On 
anatomical as well as clinical grounds, the pharynx is divided into 
several parts ; the superior, extending from the base of the sphenoid 
and occiput to the uvula, is called the pars nasalis^ ox pharyngo-nasal 
cavity; the middle, extending from the uvula to the base of the • 
tongue, is named the pars oralis^ or pharyngo-oral cavity ; and the 
inferior, extending from the base of the tongue, or from the point of 
the epiglottis to the opening of the oesophagus, is spoken of as the 
pars laryngea^ or pharyngo-laryngeal cavity. 

As it cannot be denied that this division is rather an arbitrary one, 
Ruckert proposes that only two sections be recognised, sharply separ- 
ated from one another by the isthmus of the fauces : an upper or air 
passage, and a lower, or food passage. While quite approving of 
this proposal, I have, on practical grounds, confined myself in this 
textbook to the old division. 
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The pharyngo-nasal space, or naso-pharynx, resembles, to a certain 
extent, a rounded cube ; its superior wall, the roof of the pharynx, is 
formed by the body of the sphenoid and basilar portion of the 
occiput, and merges without sharp definition into the posterior wall, 
in the formation of which the atlas and the first cervical vertebra take 
part. The anterior wall is formed by the nasal fossae, the vomer, the 
horizontal plates of the palate bones, the pterygoid plates of the 
sphenoid, and the posterior surface of the soft palate, which, by 
its contraction, sometimes goes to form the inferior limit of the naso- 
pharynx. The lateral walls are formed by the fossae of Rosenmllller, 
the openings of the Eustachian tubes, and their prominent margins. 

The mucous membrane of this space is of some importance. On 
the roof, posterior, and lateral walls, to about the level of the open- 
ings of the tubes, it is specially rich in glandular organs. This 
cushion, rich in crypts and follicles, bears also the name adenoid 
tissue, or pharyngeal tonsil. It appears as a soft piece of tissue, ele- 
vated above the mucous membrane, which is divided into numerous 
prominences and elevations by narrow and wide slits, and is at its 
lower end provided with the bursa pharyngea, which has in the middle 
a small round opening of the size of a pin -head (foramen coecum). 
This bursa lies behind the pharyngeal tonsil, extending as far as the 
body of the occiput ; it often becomes constricted, and may, if its 
opening becomes closed, give rise to the formation of cysts. 

The most important organs in the naso-pharynx are the Eustachian 
orifices and their prominent margins. By the projection of these 
margins there comes to be behind them a depression, known as the 
fossa of Rosenmiiller, or recessus pharyngis, which contains both 
mucous follicles and adenoid tissue. The elevation has an anterior 
and a posterior lip, and between them is the opening of the tube. 
The latter varies in size, is sometimes funnel-shaped, sometimes like 
a slit, and is directed forwards and downwards. The anterior lip of 
the tube is also called the hook, and its continuation forms the hook- 
fold or plica salpingo-palatina ; the inferior half of this fold becomes 
flattened during phonation and swallowing. 

Of great practical significance is the plica salpingo-pharyngea ; it is 
very rich in glands, and takes its rise from the posterior end of the 
cartilage of the tube. It extends downwards from the plica salpingo- 
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palatina parallel to the lateral wall of ihe naso-pharynx, and crosses 
the posterior border of the levator veli palati, which on its outer 
side extends obliquely down in front of it. Immediately above the 
iterior pillar of Ihe fauces it becomes flattened, and extends back- 
irds and outwards, turning towards the same pillar, on the superior 
surface of which it extends outwards. By its moving inwards and 
downwards during phonalion and deglutition, it shuts off, according 
to Zaufal, the inferior from the superior cavity of the pharynx. 

In i\\t p/iarj'Hgo-oral cavity the soft |»a!ate or velum palatinum is of 
rcial interest. It somewhat resembles a curtain, continued back 
^■from the hard jialate, its two surfaces are covered with mucous mem- 
brane, and it is supplied with numerous muscles. Its anterior sur- 
face is continuous with the mucous membrane of the mouth, and its 
posterior with that of the naso-pharynx. The anterior surface is 
under ordinary circumstances slightly reddened and smooth, and 
contains the openings of numerous closely packed mucous glands, 
which appear as little elevations of the size of millet seeds, and are 
often covered with drops of mucus. In the middle is a cylindri- 
cal process, rich in glands, the uvula, while the inferior free edge 
divides into two diverging folds of mucous membrane, a posterior 
id smaller one going to form the posterior faucial pillar, and a wider 
id anterior one going lo form the anterior faucial pillar, the former 
ing inserted into the postero-lateral wall of the pharynx, and the 
iter into Ihe lateral border of the tongue. Between the two pillars 
either side, are the tonsils. The space bounded by the tonsils, 
the faucial pillars, the uvula, and the tongue, is called the isthmus of 
the fauces, and the two free spaces between the uvula and the pillars 
of the fauces, the arcades. 

The tonsils are in adults oval glandular masses about the size of 
hazel nuts. They var)' very much in size, form, and colour. It may 
even be affirmed that normal tonsils are scarcely ever seen in adults. 
On their free surface are numerous small roundish or slit-like open- 
ings, which lead into longer or shorter perpendicular or oblique slits, 
the lacunae or cr)'pts. The lacunae are lined with a thin epithelial 
layer. Over the whole tonsil there is a firm connective tissue, be- 
tween the fibres of which lies the gland substance, i.e. the follicles. 
^Therc are no mucous glands in the tonsil. 
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The tissues surrounding the tonsils are of great importance. An-' 
teriorly and posteriorly they are covered by loose, externally by fiim, J 
connective tissue, which is continuous with the bucco-pharyngeal I 
fascia. The internal carotid lies one and a half centimetres, and the I 
external carotid two centimetres, external to the tonsil 

The pharyngo-oral cavity has no anterior wall at its upper part ; I 
a space called the aditus pharyngis being anterior lo it, and below | 
this the base of the tongue forms its anterior boundary. 

The pharyngo-Iaryngeal cavity is bounded anteriorly by the epi- 
glottis and the aditus laryngis, laterally by two longish mucous cavi- 
ties, tht sinus pyriformes. The anterior surface of the vertelwal 
column forms the posterior wall, both of this cavity and of the 
pharyngo-oral cavity, and is flat, slightly convex or slightly concave, j 
or it may form a gentle arch from above downwards. Inthe phaiyngo- 
oral cavity there are in most people, either in the middle line or at I 
the sides, one or more yellowish red prominent spots, about half the 
size of a lentil, the so-called granulations, which wil! occupy our atten- 
tion again later on. The mucous membrane of the posterior wall of 1 
the pharynx is slightly reddened, the seat of numerous vessels, is 
moist, and at its lower part somewhat granular. 

The mucous membrane of the naso-pharynx is invested with cili- 
ated, the rest of ihe pharynx with pavement epithelium. 

The glands embedded in the mucous membrane nre of two kinds;, 
conglomerate and follicular; the former occupy chiefly the naso- 
pharynx, especially the posterior surface of the soft palate, the neigh- 
bourhood of the tubes and the fossse of RosenmiiUer ; the follicular, 
round and circumscribed, are numerous in the naso-pharynx, especi- 
ally on the pharyngeal tonsil, the Eustachian prominences, the fossee 
of RosenmiiUer, and also in the pharyngo-oral cavity. 

The lymphatic vessels of the pharynx form a dense network in the 
mucous membrane ; they are very numerous in the soft palate and in 
the tonsils, and also in the uvula. The glands in connection with 
them lie at the angle of the jaw, at the bifurcation of the carotid, in- 
ferior to and near the superior part of the sterno-mastoid, and at the 
side of the hyoid bone and larynx. The glands at the angle of Ihe 
jaw communicate with the tonsils, so that it is not to be wondered at 
that they swell up when the latter are in any way affected. 



INTRODUCTION. 



T5 



t 



The blood vessels of the pharj-nx are arterial and ^-enous. Of the 
arteries, must be noticed the superior palatine from the iniemal 
maxiUary, supplying the soft and hard palates; the ascending palatine 
from the external maxillaty, supplj-ing the mucous membrane, mus- 
cles, and glands of the pialate ; and the tonsillar artery, supplying the 
tonsils, lateral wall of the pharynx, and root of the tongue, also 
the ascending pharyngeal artery, the terminal branches of the inter- 
nal maxillary and the vidian, and the pharyngea suprema lo supply 
the naso-pharynx. 

The veins form two plexus : the posterior, which is in connection 
with the veins of the nasal mucous membrane, and joins the plexus 
in the temporal region ; and the anterior, which communicates with 
the root of the longue, and joins the internal jugular by means of the 
pharyngeal veia 

But of greater importance are the nerves and muscles of the 
pharynx. 

There is scarcely any organ in the body connected with so numer- 
ous and various nerves as the i)harj'nx. 

The sensory nerves, which control on the one hand ordinary sen- 
sibility and sensation, and on the other taste and reflex muscular 
contraction as welt as secretion, spring for the most part from the 
trigeminus. The lesser palatine nerves arise from the second branch 
and the sphe no-palatine (Meckel's) ganglion, and extend from the 
anterior surface of ihe soft palate to the borders of the anterior pillars 
of the fauces. The gustatory parts of the phar}'nx, the lateral parts 
of the soft palate, and the anterior pillars of the fauces, receive their 
supply from the glossopharyngeal, while Ihe secretory branches lie in 
the chorda tympani. 

Motor innervation is, however, much more complicated. 

The motor fibres are partly derived from the third division of the 
fifth nerve; the lesser superficial petrosal nerves, and the internal 
pter)-goid branches, supply the tensor veli palatL The facial sup- 
plies the levator veli palaii and azygos uvulae by means of the 
su|>erior palatine branch, and the pharyngo-palatine and glosso- 
palatine muscles through the inferior palatine branch. 

The spinal accessory supplies in some persons completely, in others 
only partly, the superior constrictor of the pharynx; it alone sends 
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fibres to the middle constrictor, and also to the levator veli, azyg 
uvul.-e, and pharj'n go-pal atinus. 

The centre for the first and voluntary part of the act of swallow- 
ing is, according to the experiments of Krause, in the gyrus pre- 
frontalis of the parietal lobe of the brain. 

Of all the muscles of the pharynx the constrictors are the most ' 
important on account of their function. 

They are three in number, superior, middle, and inferior. By 
their combined action the pharynx is narrowed and the food propelled i 
downwards. 

The muscular bundle arising frotn the anterior pillar of the fauces, 
called the glosso-palatine muscle, forms, with the pharyn go- palatine 
muscle, which extends from the posterior pillar to the velum, a 
sphincter, which cuts off the mouth from the pharynx, and approxi- 
mates the two pillars of the fauces. A very important function is 
that of the levator veli palati. Its action on the one hand is to open 
up the lumen of the Eustachian tube, and on the other to raise the soft 
palate upwards, and draw it against the posterior wall of the pharynx, 
and so to shut off the nasal part from the remainder of the pharynx. 

To the tensor veli palati, according to Riidinger, belongs only 
the small function of stretching the velum ; but besides this, it at the 
same time helps in oiiening the tube. 

The azygos uvutx shortens the uvula in its long axis, and raisek 
it, throwing the mucous membrane into diagonal folds. 

Of sijecial interest is the distribution of the glands between 
the muscular bundles on the oral surface of the velum palati. 
Rudinger has shown that the individual glands are surrounded by 
oblique and transverse fibres, and that between the glands and the 
mucous membrane there is a special muscular stratum, consisting of 
fibres running obliquely ; through it the muscles of the velum act, 
compressing the glands and causing them to secrete. 



EXAMINATION OF THE PHARYNX. 

On account of the peculiar conformation and relatively large 
dimensions of the pharynx, it is easily understood that ordinary in- 
spection of it is not sufficient for its thorough examination. Never- 
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theless it constitutes the most frequent and most important method 
of examination. In ihe first place a suitable light is required, and as 
a rule daylight suffices. If, however, the person to be examined is 
confined to bed, and too far from the light, or turned away from the 
light, then out of consideration to the patient, who is unable to 
change his position, reflected daylight must be used ; but if the 
weather be gloomy, or if it be at night, then reflected artificial light 
must be brought into requisition. The method of directly illumin- 
ating the pharynx, which is still so often practised, is not only in- 
sufficient but troublesome. 

As few persons are able to keep their tongue down on the floor of 
the mouth by muscidar power, it becomes necessary to hold it down 
by means of instruments for the purpose. In a case of need one may 
use the handle of a spoon, a paper folder, the fore finger, the handle 
of a larj'ngeal mirror, or a mouth spatula, of which there are a great 
number, some being straight, others angular, bow shaped, bayonet 
shaped, there being also those invented by Tiirck, Frankel, and 
others. To whichever of them the preference be given, the rule is, 
that the broad surface be slowly and carefully placed upon the middle 
of the posterior part of the tongue, when, with increasing force, the 
tongue is pressed forwards and downwards on to the floor of the 
mouth. Attempts at retching, which nearly always occur, are, 
for the examination of the deeper and higher parts, decidedly ad- 
vantageous. During these movements one can observe the soft 
palate, the tonsils, and the posterior wall of the pharj'nx from the 
lower half of the Eustachian prominence to the epiglottis, and very 
often the epiglottis as well. At first most people make a mistake, in 
that they do not place the spatula on the middle of the tongue, or 
do not exert sufficient pressure, the consequence being that the 
tongue, rising up with astonishing strength, throws off the instrument 
as a horse its rider. 

Refractory children are best managed by first fastening their head 
and arms with a towel, then taking hold of the nose and quickly in- 
troducing the spatula between the teeth, which they 0j)en during 
inspiration. Other kinds of instruments, such as wedges, metal 
fingers, or gags, are unnecessary for examination and ordinary mani- 
pulations, but are of great use, especially in children, when ton- 
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sillotomy or longer operations have to be performed Adults with 
false teeth, or those who are afraid that they will be infected by the 
instruments of the surgeon, frequently offer stubborn resistance to 
examination. With regard to the last, the beginner cannot be too 
careful in keeping his spatula, mirror, and brushes, absolutely clean. 

In inspecting the throat one should notice quickly and at a glance 
the configuration, colour, and movement of the soft palate, the 
uvula and the pillars of the fauces, also the size and appearance of 
the tonsils, the condition of the posterior wall, and any secretion that 
may be present One must never neglect to examine carefully the 
lateral walls of the pharynx, especially the part lying behind the 
posterior pillar of the fauces, and the folds of mucous membrane 
proceeding upwards and downwards from it. 

For the inspection of the deeper parts of the pharynx a laryngo- 
scopic examination is necessary, and for that of the naso-pharynx a 
special method is required. 

Although it cannot be denied that pharyngoscopy or posterior 
rhinoscopy, on account of its great difficulty, has not received the 
same attention as laryngoscopy, nevertheless its importance cannot 
be too strongly urged. 

The difficulties lie, on the one hand, in the anatomical structure 
of the naso-pharynx, and on the other in the irritability of the persons 
to be examined. One may pretty certainly decide by the inspection 
of the throat alone whether a person can be examined rhinoscopi- 
cally, with ease or with difficulty, or not at all. 

The greater the distance of the soft palate from the posterior wall 
of the pharynx, the easiei^and more complete is the examination; the 
less the distance, the more difficult it becomes. Although it is certain 
that with very sensitive persons it is impossible to accomplish all one's 
purpose, still, as one grows in experience the number of such cases 
diminishes every day. 

The method of illuminating is the same as in laryngoscopy, ie,^hy 
means of the reflector. I use a small round flat mirror, i-ij4 centi- 
metres in diameter, fastened to a straight handle, almost at a right 
angle. I never make use of rhinoscopic instruments proper, />., 
attached to a tongue depressor, or moveable mirrors and uvula 
holder. 



EXAMINATION OF THE FHARYNX. 



19 



I 



After regulating the light, the tongue is depressed with the left 
hand, so as fully to expose the soft palate and the isthmus of the fauces; 
in all cases the air bubbles between the arcades must be rubbed 
off with the handle of the mirror. Now the mirror, having been 
well warmed, is, with its reflecting surface turned upwards, carefully 
introduced with the right hand between the uvula and the pillar of 
the fauces, that is, into the right or left arcade, care being taken to 
avoid touching the back of t!ie tongue or the pillars of the fauces ; 
it is then pushed towards the posterior wall without touching it, 
while the patient stops breathing or breathes through his nose. The 
purpose of this manipulation is solely to keep the soft palate in the 
most relaxed position possible, and on this hinges the success of the 
examination. If in sjilte of this the soft palate approaches the pos- 
terior wall on account of efforts at retching, hence causing narrowing 
.and eventually complete closure of the sjiace for breathing to take 
place, then I allow the patient to try the effect of breathing deeply 
CK ly 
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through the nose; should this not now succeed in loosening the 
soft palate, I remove the mirror, and do not grudge the patient some 
rest, in order that the examination be undertaken for the second, 
third, or fourth time. In this way with aduhs and older children 
1 nearly ain-ays succeed. The instruments which are recommended 
by various authors, such as palate hooks, uvula snares, uvula holders, 
the drawing of a silken thread or an india-rubber tube through the 
nose, which are all intended to enlarge the space to be inspected, 
I never use, because through them the irritability of the patient ii 
only increased. 

It is natural that by the application of so small a mirror the wh( 
naso-pharynx cannot be examined at once, so that it becomes neci 
sary to rotate the mirror in order to obtain a complete view 

The beginner should make his first trials on a lay figure, as, fc 
example, Isenschraid's, and then go on first to the examination 
heaUhy people with wide throats who are but slighly sensitive, am 
afterwards to that of patients. 

It is somewhat difficult for the beginner to become thoroughly 
quainted with the rhinoscopic image. 

One always begins with the septum narium. Under ordinary 
cumsiances it is seen as a pale red bony ridge prominently situati 
in the middle line. On its lateral borders the nasal fossie are seen: 
as two longish oval spaces : in these spaces one sees high up the 
smallest or superior turbinated bone, under it the larger or middle, 
and lowest down the largest or inferior, which last generally is 
somewhat covered by the contracted soft palate, so that only half 
or even less of it is seen ; between these bones lie the superioTi 
middle, and inferior nasal meatus. 

Here may be mentioned the somewhat commonly occurring ano- 
maly of the bulbous or even tumour-like thickening of the inferior 
posterior part of the septum. On rotating the mirror outwards, thet« 
is seen a well-marked roundish or oblong red swelling projecting from 
without inwards, beside which, at its inferior middle part, there is 
pale sometimes unusually anemic funnel-shaped opening; the former 
is the Eustachian prominence, the latter the entrance to the tube. 
The latter is bounded by two folds of mucous membrane, of which 
the anterior is called the plica salpingo-palatina, the posterior the 
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salpingo-pharyngea; between them rises the prominence made by the 
levator. The part lying in the shade outwards from the Eustachian 
prominence is the fossa of Rosenmijller, The examination of the 
roof of the throat is the most difficult part of the whole ; to do so it is 
necessary to hold the reflecting surface more horizontal, and raise 
the handle of the mirror well up. Under normal circumstance.s, the 
roof of the pharynx is seen as a slighly reddened uneven surface in- 
clining backwards, or, from the presence of a well marked adenoid 
cushion, ragged and undulating. It is very easy to examine the 
ixisterior surface of the soft palate, which indeed only too often adds 
to the difficulty of getting a complete view of the parts described. It 
is seen in the mirror as a diagonal straight or undulating convex line 
running across the field of vision. It tnay be obaen-ed that the 
rhinoscopic image in very many persons is only iiarlly or perhaps 
half visible, and that the appearance of the different parts, especially 
the turbinated bones and the Eustachian prominences, is subject to 
numerous deviations. 

The possibility of inspecting a part of the naso-pliarynx from in 
front through the nose cannot be denied ; in patients affected 
with atrophy of the turbinated bones, one is generally able, without 
any further preparation, such as dilatation of the nostrils, clearly to 
recognise the Eustachian prominences with the openings of the tube.s, 
the fossK of Rosenmiiller, and the posterior wall of the pharynx 
with a pan of the adenoid tissue ; and still more distinct is the view 
if the posterior part of the septum has also been destroyed. It is 
easy to understand that, in complete absence of the soft palate, or in 
large iierforations and in clefts of the same, the clearest view may be 
had. Under normal circumstances it is possible to see through the 
nose only a small elongated sometimes fissured strip of the posterior 
wall of the pharynx, and very often not even that. On account of 
the difficulty of posterior rhinoscopy, Zaufal has introduced into 
practice a new method of examining the naso-pharynx by means of 
specula. 

These are thick metal tubes, from lo to la centimetres long, with 
a funnel shaped opening, which are carefully pushed, guided by 
the eye, along the inferior nasal meatus into the naso-pharynx, 
without disturbing the posterior wall. For illumination, the forehead 
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reflector is used, with artificial light. Very seldom has any method 
been so variously criticised as this one. By some it is extolled to 
excess, by others completely thrown aside, but a middle course is 
the right one. It cannot be denied that the method may give 
valuable information about the Eustachian prominences and the 
openings of the tubes, as well as the folds of mucous membrane 
proceeding from them. But it is also true that the introduction of 
the speculum, even in quite straight noses, is, to say the least, very un- 
pleasant, and even painful, and is often accompanied by bleeding, 
notwithstanding all that Habermann has done to defend this 
method, in opposition to Baginsky. 

As a further method of examination, palpation with the finger, or 
with the probe, must be considered. 

Although this method has in some degree been superseded by 
others, nevertheless, with many patients, and especially with children, 
it is unrivalled. And for completing and supplementing the examina- 
tion, for searching for foreign bodies, for determining the situation, 
extent, and consistence of tumours, abscesses, etc, it is indispen- 
sable. It requires considerable practice to be able to give an exact 
account of what is felt, as the examination must be made as quickly 
as possible, yet at the same time carefully. Digital examination of 
the naso-pharynx, even when carried out with the greatest caution, 
gives rise, as a rule, to bleeding and great pain. 

The person to be examined is placed on a chair, the surgeon 
steadies the head with his left hand, and then, while the patient in- 
spires, passes the forefinger of his right hand as quickly as possible 
between the uvula and the pillar of the fauces, on to the posterior 
surface of the soft palate, which immediately contracts on, and grasps 
the finger. In a few seconds the contraction will cease ; but if it 
should not, then the surgeon, in spite of it, must force his finger 
along the posterior wall toward the roof of the pharynx. In this 
way the Eustachian prominences and the inferior turbinated bones 
projecting somewhat into the pharyngeal cavity are felt, and the 
condition of the fornix ascertained. He then passes his finger along 
and down the other side, and withdraws it. It must specially be 
noticed if the space between the Eustachian prominences, as well as 
the roof of the pharynx, be smooth and even. 
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GENERAL THERAPEUTICS. 

The remedies which are used in the treatment of diseases of the 
pharynx may be divided into two groups : those which are applied to 
the skin, and those which are applied to the mucous membrane. 

Among those apphed externally, the principal are fomentations or 
poultices, which may be classified as cool or cold, and stimulating or 
warm. 

The cool or cold applications are regulated either by frequently 
changing compresses wrung out of perfectly fresh or cold water, or by 
putting an ice bag, made like a cravat, round the neck. The latter 
is a iongish indiarubber bag, of the breadth of the hand, which is 
filled with small pieces of ice, or with cold water. Some have 
frequently doubted the power of this apjiaratus to lower the tempera- 
ture, and have entirely discarded it. It is true that, owing to the 
extreme vascularity of the cervical region, the temperature of the 
deeper parts, more especially the mucous membrane, can be lowered 
only after prolonged application of cold ; still, as the beautiful experi- 
ments of Wintemitz show, the fact remains, that through the contrac- 
tion of the larger and smaller arteries of the neck, the blood stream to 
the ramifications of the carotid, and to the component parts of the 
pharynx and larynx, may become lessened and the temperature 
diminished. Cold applications, and the use of ice inwardly, in the 
form of ice pills, ices, iced lemonade, etc., are indicated in all acute 
inflammatory and irritative processes of the walls of the pharynx 
and larj'nx, more particularly in phlegmon, croup, and diphtheria. 

Much more popularly and widely used are warm or stimulating 
fomentations. They are used in the simplest manner ; a handker- 
chief or towel is dipped in cold water, then well wrung out and put 
round the neck, with some imijermeable material, such as gutta- 
percha tissue, oiled silk, etc., or simply a dry woollen cloth, laid over 
There can now be obtained specially prepared compresses, which 
require only to be dipped in water and bound round the neck. They 
need to be renewed only when the moisture has evaporated and the 
I compress is almost dry. According to Winternitz, the question 
' whether It is better to put an impermeable water-tight covering over 
the compresses, or simply a dry cloth, is answered in favour of the 
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latter. Apart from the fact, that the dilatation of the blood vesseTsl 
of the skin, caused by allowing the cloth to dry slowly, without an 1 
impermeable covering, appears to be a greater one, it is found that I 
when watertight material is applied over the cloth, it interferes with | 
perspiration, and often causes an unpleasant, uneasy feeling, or a 1 
troublesome skin eruption, and that after a certain time the hyper^emia I 
disappears. Hot stimulating applications are obtained by dipping J 
cloths in hot water or chamomile tea, or in the form of cataplasms or I 
poultices. These applications produce, by dilatation of the vessels I 
of the peripheral layers of the skin, a lowering of temperature in the | 
inflamed parts of the raucous membrane, and also favour the trans- _ 
piration of secretion through it. They are indicated in all cases 
in which it is desired to promote the resorption of inflammatory 
products, and also in the later stages of acute inflammation. Hot 
fomentations, poultices, etc., are used chiefly for maturing pus J 
formation in cases of phlegmon of the pharynx, or of the peritonsillar I 
or retropharyngeal connective tissue. 

Applications of hot oil and fai, which are in so great favour with both J 
educated and uneducated people, and also of the rind of bacon, are very I 
unpleasant, and cannot in the least be compared with water compresses. I 

Inunction of salves, especially those containing iodine, are, on ] 
account of their properly of absorption, not to be despised. Rub- I 
bing the skin of the neck with irritating materials, blistering salves, I 
and the use of blisters, mustard poultices, etc., are but seldom ordered I 
now-a-days. Local anesthesia of the mucous membrane, by means J 
of the ether spray, or by the injection of morphia near the superior I 
laryngeal nen'e, I have never been able to produce. 

Of undoubted value is the cutaneous, or the endo -pharyngeal applica- j 
tion of electricity, by means of the constant as well as the induced | 



On the other hand, massage is of very doubtful value. Valuable I 
as it is in afltctions of the joints, severe injuries, etc., it accomplishes I 
but little in the treatment of affections of the pharynx, although sc 
enthusiastic supporters of it believe that they will be able to cure | 
angina and enlarged tonsils by means of it. 

Bleeding is now but seldom resorted to. It has been shown for a \ 
certainty that venesection in diseases of the pharj'nx and larynx 
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useless. For local blood-letting the use of leeches must first be 
considered. They are usually placed in the angle between the under 
jaw and the mastoid process. Opinions as to their value differ very 
much. According to Morell Mackenzie, from 3 to 5 at least must 
be applied on each side, if any benefit is to follow. 

Scarification of the mucous membrane can only be done on the tonsils 
or posterior wall, on account of the formation of the pharynx ; it cannot 
be denied, however, that through it great alleviation may be obtained. 
Among ihe remedies which are applied to the mucous membrane 
of the throat, gargles are still considered the most im|>ortant. When 
one sees every day in what diseases of the pharynx and larynx gargles 
are ordered, and used for months by the patient without any benefit, 
one cannot but be astonished at how little in general is known exactly 
of their thera|)eutics. It should at least be known what parts of the 
throat are rinsed out by them By numerous experiments, which I 
made on myself with coloured substances, I was able to determine with 

' the greatest possible exactness, that the anterior surface of the soft 

i palate, the tonsils, and a small portion of the posterior wait of the 
naso-pharynx, varying in extent according to the construction of the 
pharynx, are the parts which really come in contact with the gargle. 
Hence it would appear that gargles are only indicated in affections 

I of the organs forming the isthmus of the fauces. 

The temperature of the gargle is not a matter of indifference. In 

' general it may be held that in all acute, and especially in phlegmon- 
ous processes, the fluid sliould be used cold or mixed with ice ; as 
the symptoms diminish, or if the cold becomes unpleasant, the tem- 
perature of the gargle should be raised, until it is lukewarm or very 
warm, and this is particularly the case in maturing abscesses or in 
encouraging suppuration. 

Another very general method of treatment is the application of 
atomised fluids by means of inhalation apparatus or sprays. 
While some consider this method indispensable, others reject it as 
utterly useless. Although I myself hold that, by means of inhalations 
alone, one is unable to cure chronic affections of the throat, still I con- 
stantly use them as palliative measures for moistening and cleansing 
the mucous membrane, as well as for disinfecting it. 

n chronic affections I use the cold or ball spray in preference. 
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because, on Ihe one hand, tlie fiuid to be inhaled can be so eadly ' 
regulated to any temperature, and on the other, because the mass of 
fluid coming in contact with the mucous membrane is greater than can 
be produced by steam inhalers. I recommend verj- specially those 
atomisers which have a long mouth tube with a noule, which can 
be turned both upwards and downwards, so that both the naao-phar)-nx 
and the larynx are sure to be reached by the fluid. The simplest 
method of cleansing the naso-pharynx is bysnuffing up through the nose 
a fluid containing common salt or soda, the head being thrown well 
back. The other methods will be spoken of under diseases of the nose. 

Among the most etTective methods are painting and cauterising 
the mucous membrane with fluid or solid substances. 

For the former purpose, a brush on a straight wooden or bent 
metal handle, is used, made of soft badger's or marten's hairs. The 
result depends not only on the choice of substances, but also on 
the energetic and skilful use of the brush, which generally is too 
timidly handled, and sometimes is too smalL Of course the brush 
for the laryngeal part of the pharynx must be larger, and that for the 
naso-pharynx have a shorter bend. For the purpose of cauterising, 
it is very useful to have a small piece of sjjonge or wadding held in 
a forceps, or attached to a wooden handle. 

When cauterising with solid nitrate of silver, one must make sure 
that it is properly fastened in. Beginners ought not to use the ordi- 
nary caustic holder, because of the danger of the caustic breaking 
ofl^; it is better lo use an iron wire, to which each time it is used a 
small piece of caustic is made to adhere by dipping it into nitrate of 
silver melted in a platinum dish. Hering has lately recommended 
the use of chromic acid. 

Remedies can further be applied in the form of a powder. To 
apply these a powder blower or insufllator is used. This has at 
one end either a ball, or a piece of india-rubber tubing half a metre 
long provided with a mouth-piece, and has near the middle an 
aperture, shut by a sliding tube, into which the suitable medicament 
is put. Bresgen's insufflator is a specially good one ; it is provided 
with a valve, and can be taken to pieces. 

On account of the small choice of powerful non-deliquescing catu- J 
tics, the introduction of the galvanic cautery into the therapeutics of ' 
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d iscases ofthepharynx, 
larynx, and nose, must 
be regarded as a most 
praiseworthy advance. 
The indications for it 
will be found more 
fullyunder thedifferent 
diseases in which it is 
used ; here there is 
only room for a few re- 
marks about the instru- 

Without in the least 
undervaluing the ser- 
vices of older scien- 
tists, especially Brun?, 
Hedinger, and Vol- 
toUni, the author of 
this book lielieves that 
his handle for galvano- 
caustic operations on 
the nose, pharynx, and 
larynx, invented in 
1877, has gone far in 
supplying a decided 
want. The author can, 
at least, flatter himself 
that his instruments of 
al! sorts have been in 
troduced into England, 
by Morell Mackenzie, 
Semon, and others. 

Figure 1 shows the 
nuthor's universal han- 
dle, into which can be 
fastened not only all 
the solid cauteries, but 
also all the tubes for 
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the snares. The revolving ivory ring behind is for the reception of 
the thumb, the fixed ring below, also of ivory, is for the third, the 
trigger-like apparatus in front of it for the fourth, and the moveable 
ring above, with the slides and transverse pieces, for the index finger. 
The conducting wires appear on the under surface ; by them the 
weight is to a certain extent equalised, so that perfect control of the 
instrument is obtained. Should the handle be used for the galvano- 
caustic knife, the slide is fixed by the screw behind the ring, while 
the ring forms a support for the index finger. 

In figure 2 there are also represented several of the instrumerits 
most commonly used in operating on the throat and nose : tf, repre- 
sents the snare for the nose ; ^, a pointed cautery for corrugating or 
touching the turbinated bones; r, //, ^, cauteries for destroying 
granulations and lateral bands j / a fiat cautery for the turbinated 
bodies. A case of these cauteries may be had from Eugen Albrecht, 
university mechanic at Tubingen, for 80 marks (;^4). It contains 
fifteen in all, excellently finished, and of all possible forms and 
curves, for the throat, nose, and larynx. The second handle, to 
which the solid cauteries are fixed, is very useful in difiScult opera- 
tions on the larynx, when it is necessary to hold the instrument like 
a pen. 

Of the numerous galvano-caustic batteries, I particularly recommend 
Brunts zinc and carbon battery, which is charged with chromic acid. 
It is sold by Albrecht for 90 marks (;^4, los.). I can also recom- 
mend the battery made by Voltolini. 

The deficiency of all batteries, their small degree of constancy, the 
trouble involved in filling, and the way they so soon get out of order, 
make it very desirable that cautery heat be produced in some other way. 
With the extraordinary advance electricity has made in the last few 
years, we hope that the difficulties are not insurmountable. So 
successful are the results published by Bayer, of Brussels, with Faure's 
accumulators, that they only require to be more experimented with 
to become introduced into general use. 
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MALFORMATIONS AND DEFORMITIES, CONGENITAL 

AND ACQUIRED, AND OTHER ANOMALIES. 

The congenital defects of most common occurrence are, clefts or 
fissures. They extend from the incisor teeth to the hard or soft 
palate, and are known by the name of " IVolfsrachen " or ehft palatt. 
lateral clefts of the pabte are also seen, which affect either the 
bone only or the soft parts. 

Many anomalies of form and functional disturbances, loo, may be 
caused by abnormal processes in the bony walls of the pharynx. 

Beginning with the base of the skull, we first meet with abnormal 
length of the styloid process. Such cases are described from an 
anatomical point of view by VV. Gruber, and from a clinical by Liicke 
and Weinlechner. This abnormal length of the styloid process, and 
the ossification of the styloid ligament, by reaching as far as the 
posterior surface of the tonsils, or by being bent to one side, may 
give rise to abnormal sensations and continual impediment to swal- 
lowing. By breaking away the offending osseous process, Weinlechner 
was able in one case to remove these inconveniences. 

Difficulty in swallowing is not infrequently caused by exostoses of 
the cervical vertebraa (Scheff), also by lordosis (Stoerk), or by de- 
fective formation of one of the cervical vertebrae, with disease of the 
spinal column (Heyman). These difficulties may, in some cases, be 
removed by wearing a suitable cravaL 

Turning now to abnormalities of the soft jiarts of the pharynx, we 
meet with congenital or acquired defects of the whole of the soft 
palate, congenital perforation of the anterior faucial pillar, and absence 
of the uvula. Of the acquired anomalies, the perforations of the 
soft palate deserve mention, and will be spoken of later on. 

The uvula may be congenitally very small or unusually large. It 
may be cleft either alone or along with the soft palate, and any 
degree may occur, from the ordinary indentation to the pronounced 
cleft palate. Uiula bifida must not, however, be confounded with 
this ; in it the ends diverge from one another, like the tail of a lyre, 
or overlap. In the latter case they must be separated with a probe, 
in order to ascertain how high the cleft reaches toward the base. 
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Complete clefts of the uvula may occasion nasal timbre of the v 
from the pharyngo-nasal isthmus being too widely open, a symptom 
which occurs to a high degree in cases of the previously mentioned 
perforations and defects. The larger the opening the greater the | 
difficulties of deglutition ; the fcod generally being regurgitated. The \ 
uvula is very often split, distorted, or drawn in various directions, 
in consequence of previous ulcerations. Further anomalies are seen I 
in the absence of the tonsils or their rudimentary development ; 
comparatively often the deposition of a part of the tonsils on the \ 
posterior pillar of the fauces occurs, which thereby api>ears uneven, j 
and covered with yellowish red masses. 

Of acquired defects, narrowing of the pharynx, inconsequence of I 
cicatricial contractions, is one of the most common. 

As etiological factors, the ulcers caused by syphilis, lupus and diph- 
theria, also injuries, scaldtngs, and cauterisation of the mucous mem- 
brane, are to be taken into account. 

The naso-pharynx is in rare coses separated from the nasal foss^ 
on one or both sides by a lamella of bone (osseous closure of the ' 
nasal fosste), and division of the naso-pharynx has been observed 
from the septum narium being continued back as far as the vertebral 
column. Schrotter describes several cases of partial and total closure | 
of the nasal fossie by membranes, the results of syphilis, and blennor- 
rhcea (first described by Storck). Complete closure of the Eustachian 
tubes often occurs ; and sometimes, in consequence of violent nasal 
expiration, the fossre of Rosenmiiller are symmetrically dilated 
(Pertik). 

We are interested, however, in the adhesion of the soft palate to the 
[XJsterior wall of the pharynx. 

Partial adhesion on one or both sides is the form that most fre- 
quently is met with. The adhesion begins as a rule from the inferior 
part of the posterior pillar of the fauces, and extends from there to the 
middle of the soft palate, and also to the uvula. The simplest form 
is that which lakes place between the posterior surface of the posterior 
pillar and the pharyngeal wall. It is easily understood that by these 
adhesions the pharynx comes to assume most manifold and curious 
forms. Somlimes along with the adhesion, and more or less distinct 
horizontal position of the pillars of the fauces, there may occur dis- 
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placements on account of cicatrices of the posterior wall. Very oflen 
the uvula is intact, but behind it remains an aperture which is scarcely 
big enough to admit a pencil. 

Disturbances from partial adhesion limit themselves mostly to the 
speech, which sounds toneless and nasal. Obstructed respiration 
through the nose also occurs, and more rarely difficulty of deglutition. 
Complete adhesion of the soft palate with total closure of the naso- 
pharynx is of the rarest occurrence, as the collected writings of 
Kuhn show. Through complete closure, smell and taste are lost ; 
there is also a certain idiotic expression of countenance, on account 
of the mouth being kept open ; the mouth is dry, the tongue furred, 
and sleep restless. Speech is not only nasal, but also often nearly 
incomprehensible. In many cases the Eustachian tubes are at the 
same time obstructed. 

On turning to the anomalies of the posterior wall of the pharynx, 

ce find mostly deep white cicatrices and raised ridges as results of 

syphilis, proceeding upwards and downwards from the naso-pharynx. 

I once saw the posterior wall of the pharynx, in consequence of 

syphilis, divided into two halves by a central hypertrophied cicatrix, 

I which had the form of a crest or ridge : in another case, the uvula was 

t separated from the velum, and was adherent to the posterior wall : 

I in many cases it becomes fixed to the posterior surface of the soft 

I palate. 

In the lower divisions of the phar}"nx, contractions or strictures are 
\ of much rarer occurrence. 

As I have already stated in an earlier work, the appearances 
I exhibited by these deep lying contractions are very varied, and can 
only be understood after repeated examination, especially when pro- 
liferations and constrictions are present on the tongue or on the edges 
of the cicatrix. The simple forms are those in which the pharynx to a 
greater or less extent is bridged over by a membrane reaching from 
the posterior wall or the lateral parts to the base of the tongue. A small 
aperture of the size of a pin head, either in the centre or at the peri- 
phery, may remain, through which can be seen, as in the case described 
by I^ngreuter, either none at all, or only a part of the normal or 
altered larynx. Sometimes a part of the epiglottis, compressed till like 
a catheter in shape, protrudes from the opening, sometimes the edges 
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of the epiglottis become adherent to those of the opening, and 
scarcely be recognised at all, from thickening and distortion, 

The cases in which cicatricial bands, resembling bridges or trellis 
work, stretch across the pharyngeal cavity, or like " side scenes " pro- 
trude into its lumen, present very complicated appearances. The 
disturbances brought about by these different constrictions tnostl; 
affect deglutition. Apart from [he impossibility of allowing large 
pieces of food to pass through, very often the patient is not even 
to swallow small ones, or if he does it is only at the expense of 
much time and trouble ; because, on the one hand, the greater part 
of the piece remains between the cicatricial band and the pouches 
formed by it, and on the other because the mucous membrane being 
changed into cicatricial tissue, numerous glands for the moistening of 
the pharynx are atrophied, and the muscular fibres under the mucous 
membrane have become incapable of contracting. In very extreme 
cases the patient can only partake of fluids ; still, with practice and 
ingenuity, as I have reiieatedly observed, the impediment to swal- 
lowing may in time be partly overcome. Difficulty of respiration 
must of course occur in all those cases in which the communication 
with the larynx is considerably obstructed. Asphyxia may occur 
from too large a piece of food sticking in the aperture of communi- 
cation. 

The prognosis of pharyngeal stenosis caused by cicatricial con- 
traction, depends upon the degree and the situation of the lesion, but 
it has become much more favourable than formerly, on account of the 
perfection of laryngoscopy. Nevertheless a proportion of the 
must always remain uncured, or only partially improved. 

Treatment — The treatment of stricture of the pharynx should, in 
the first place, when possible, be prophylactic ; by careful general 
and local treatment of the ulcers, and by early application of tam- 
pons, it will be possible to prevent adhesion of opposing epithelial 
surfaces, or to break down recent adhesions. When the stenosis is 
of longer standing, other methods must be attempted. 

In cases of closure of the Eustachian openings, the forcible blowing 
in of air, as well as the introduction of bougies, and the incising the 
anterior wall of the tube, have been recommended, but unfortunately 
all these methods of procedure are untrustworthy. When there 
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complete obliteration of the tubal apertures, the production of a per- 
manent opening in the drumhead, with extirpation of the hammer, and 
application of the air douche, are recommended to remove the deafness. 

Closure of the nasal fossa, when osseous, can be overcome through 
the nose by means of a trocar, and prolongation of the septum pos- 
teriorly by breaking it off with bone forceps. 

Membranous adhesions of the nasal fossas are best removed by 
the galvanic cautery introduced through the nose or from the 
pharynx, and then kept open by passing in metal bougies. For this 
purpose Schrolter tied the bougies in front with a string, so that a 
constant pressure may be exercised on the lateral wall of the artifi- 
cially constructed aperture, by their posterior ends diverging from one 
another. 

Partial adhesions of the soft palate require no treatment, since as a 
rule they give rise to no symptoms. 

It is quite otherwise, however, with total adhesions. In these cases 
the soft palate must be separated from the posterior wall, the edges 
cauterised, and recurrence of the adhesion prevented by introducing 
bougies. Thick caoutchouc drainage tubes drawn through the nose, 
or as Kuhn recommends a hard caoutchouc or silver plate convex 
anteriorly, occupying the whole breadth of the phar>-nx, which by a 
spring apparatus can be fastened to two opposite upper back teeth, 
are the best instruments for this purpose. Lieblinski arches the soft 
palate forwards by means of a catheter introduced through the nose, 
notches it, and passes through the gaping slit suitable bougies or 
leaden probes, which are allowed to remain in a longer time each 
day- 

The excision of the soft palate is indicated, according to Ried, in 
extensive superficial adhesions, or in cases where separation of the 
soft palate would be too difficult : complete adhesion of the velum 
with perforation is best let alone. 

The results as regards restoration of nasa! respiration are generally 
favourable, still there is a decided tendency to repeated narrowing, 
so that a second operation is often rendered necessary. On the other 
hand, the results as regards improvement and restoration of speech 
are generally very unsatisfactory. The cause lies principally in the 
difficulty in restoring to the soft palate its normal length and mobility 
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particularly when the muscles are alrophied and the mucous mem- 
brane has become unyielding from cicatrices of the connective tissue. 

The treatment of membranous adhesions of the deeper parts of . 
the phar>-nx depends upon the degree and form of the stenosis. The* 
simplest is the separation and excision of the membranes from thel 
existing aperture, with a probe-pointed knife or a pair of scissors, coi>- 1 
ducting the operation with the lar^'ngeal mirror. To remove larger J 
protuberances and vegetations, the electric snare is most suitable. I 
'I'he after treatment consists in careful cleansing of the edges ofjl 
the wound, and the introduction of Schrotter's dilating tubes forC 
gradually lengthening periods. Relapses, however, may occur. 

With regard to the treatment of cleft palate and the other coit>J 
genital anomalies, lexl-books on surgery must be referred to, 



ACUTE CATARRHAL PHARYNGITIS. 

Synonym. — Pharyngitis catarrhalis acuta. 

The pharynx, as is the case with the mouth, is more often attacked \ 
by catarrhal inflammation than by any other affection. By catarriial I 
pharyngitis (angina catarrhalis), is understood a superficial inflamma^l 
tory process, characterised by redness, velvet-like swelling of the inuo-X 
ous membrane, and increased secrelioa It often increases in indivK I 
dual parts of the mucous membrane, especially Jn the glands, and goes J 
on to suppuration, and then represents a combination with phlegmon. I 

The exciting causes of acute catarrh of the pharynx are very 1 
numerous. Chills, draughts, getting the skin of the neck or of the 
throat wet, or any other part of the body, and especially the feet in 
some persons, arc recognised by all as amongst the most common of I 
exciting causes. Hence one lueets with acute pharyngeal catairhl 
associated with acute rhinitis, stomatitis, laryngitis, and bronchitis J 
also with muscular and articular rheumatism, and especially wry neckl 
and lumbago. To the primary or idiopathic catarrhs belong those 
which are caused by partaking of too highly seasoned or ttx> hot 
foods and drinks, or by breathing hot air. 

As a secondary or symptomatic symptom is the acute catarrh of the I 
pharynx, which usually follows infectious diseases, especially measles, 
scarlatina, roseola, smallpox, typhoid, and syphilis ; it also occurs after ^ 
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taking certain medicines and poisons, especially preparations of bella- 
donna (atropin), iodide of potash, mercury, antimony, and some acids 
and alkalies {toxic angina). Angina arthriiica, described by Morell 
Mackenzie, as occurring in the course of an attack of gout, seems 
to be almost unknown on the continent. 

The whole of the mucous membrane of the pharynx, or only a part 
of it, may be the seat of the inflammatory process. 

Should it be localised to the naso-pharynx, objective examination, 
after any superabundant mucus has been removed, shows more or 
less redness and swelling of the mucous membrane, especially of the 
glandular cushions on the posterior and superior walls. The projecting 
edges also of the Eustachian tubes, and the folds of mucous mem- 
brane extending from them, share in the inflammatory swelling, which 
spreads to the posterior surface of the soft palate and to the uvula ; 
the mucous covering of the latter appearing rough on account of the 

'elling of the follicles. Sometimes the follicles suppurate in large 
numbers, and impart to the mucous membrane a speckled appearance. 

The pharyn go-oral cavity, and the parts forming the isthmus of 
the fauces, are particularly often affected. If the mucous membrane 
covering the vertebral column be affected, there are often on it alone, 
t^ht or deep red streaks, but the posterior wall generally assumes an 
■intensely red surface. At the beginning of acute exanthemata, the 
membrane appears mottled and spotted, while later on the 
spots run together ; in like manner, the mucous membrane at the 
commencement of the disease appears dry and covered with scanty 
secretion, while at a later period it becomes invested with a thick, 
tough, vitreous, and mucopurulent secretion, and is also rough on 
account of the swelling of the glands, while here and there is seen a 
follicle larger than usual, with a yellow purulent lop, or a round 
cup-shaped follicular ulcer. 

The interarytenoid region, the aryepiglotlic ligaments, and the 
Toca! cords, often exhibit the same changes. 

Tlie soft palate, loo, generally shares in the inflammation. It 
appears thickened, more or less reddened, and distinctly separated 
from the paler hard palate. On the reddened region are numerous 
ramifications of vessels, dilated veins, and even little hremorrhages. 
The u\Tila is enlarged, both vertically and across ; the inferior portion 
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of it is cedematoiis, its tip inclined to one side, or bent like a hoiti, 
and its mucous covering rough and granular, ihrough swelling of the 
glands. Very often the affected side of the palate is more depressed 
than the sound one, and during phonation is either quite immoveabl 
or is drawn over to the affected side. 

The tonsils are often affected alone, along with the posterior wal 
or with the palate. 

The simplest form of catarrh of the tonsils, is characterised bjr-. 
uniform reddening of the mucous membrane, and more or less con- 
siderable swelling and secretion of mucus. The condition is quite 
diiferent when the inflammation penetrates into the lacunse. On the 
uniformly reddened and swollen mucous membrane, there appear 
whitish or yellow spots, which are oval, three-cornered, or distinctly 
stellate; sometimes they assume a hnear form. These correspond 
exactly to the number, size, form, and distribution of the openings 
of the lacuna;. They are composed of swollen and shed epithelium, 
muco-pus, and fungi, and can be removed without much difficulty. 

Another form, or rather a combination, is angina follicularis, with 
phlegmonous inflammation. 

On one, but generally on both tonsils, which are reddened and 
enlarged, there are seen white or yellow more or less elevated spots 
and specks, which are either collected into groups or are equally 
spread over the surface; in some parts they run together. These 
spots are parts of the glandular parenchyma, and re]>resent suppurat- 
ing follicles ; the surface of the tonsil being often uniformly covered' 
with such spots. As the disease continues they are thrown off, and 
there appear, according to the depth to which the process has pene- 
trated, su|)erficial or deep cup-hke ulcers, which quickly heal and 
leave behind retiform cicatrices, or saucer-like depressions. 

Of tiie subjective symptoms, the most constant is fever, which 
appears at the beginning. Sometimes slight shiverings, general 
malaise, and headache ; sometimes distinct ague, raised temperature 
to 104° F, or more, and a pulse of 120, or in children, 140; vomiting, 
restlessness, genera! depression, restless sleep, loss of appetite, in- 
creased thirst, set in along with pain on swallowing, which is generally 
very severe, especially when it attacks the posterior wall, but also 
when there is suppuration of the follicles. In acute post-nasal 
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catarrh there is generally no pain ; the parts are sensitive while speak- 
ing and swallowing, and breathing through the nose is interfered 
with ; very often the ear is affected with tinnitus and deafness, along 
with noises in consequence of closure of the tubes, or of middle ear 
inflammation, with perforation of the drum head. 

Dryness of the throat is constantly complained of; that, however, 
soon gives place to increased secretion of mucus, which causes re- 
pieated hawking and swallowing. When the larynx is affected, there 
is hoarseness and tendency to cough. The condition of the voice is 
very characteristic, speech is toneless, with nasal timbre, as if the 
patient had a foreign body in his throat. Pain on speaking, as wel! 
as regurgitation of food, is to a large extent due to the inability of 
the soft palate to perform its function. Patients often complain of 
pain outside the neck, which is caused either by co-existent rheu- 
matism of tiie muscles of the neck, or by sympathetic swelling of the 
lymphatic glands. Cold in the head, with frontal headache, pain in 
the joints and loins, and conjimrtivitis, often occur at the same time. 
Acute pharyngeal catarrh generally disappears in a few days, but may, 
ftom unfavourable conditions, last a longer time — ten to fourteen 
days. One often meets with articular rheumatism setting in after the 
disappearance of acute catarrhal, but especially of follicular angina, 
and hence it is supposed that the former is dependent upon the latter. 
Some authors consider that the joint affection arises from the throat 
in a reflex manner, from irritation of (he vasomotor nerves ; others 
again trace both affections back to infection ; but it is most likely that 
the injurious poison first develops in the throat, and then continues , 
its action in the joints. 

The diagnosis is easy to arrive at, from the objective condition. 
From the confusion raised by giving to every catarrh of the pharynx, 
but especially follicular ulceration of the tonsils, the name diphtheria, 
the differential diagnosis is of considerable importance, Since the sub- 
jective symptoms may entirely correspond with those of diphtheria, 
the objective condition roust guide the decision. When purulent spots 
are uniformly distributed over the surface of the tonsil, it is possible 
to make a mistake only from gross ignorance, or intentionally ; it is 
certainly difficult, sometimes even impossible, at the first examination, 
to distinguish whether or not the adherent ele\-ated white spots have 
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been formed by the coalition of several neighbouring follicles. The 
following diagnostic points, viz., the yellower or more greenish yellow 
colour of the spots, the slight tendency to their further spread, the 
limitation to the tonsils, the slight swelling of the lymphatic glands, 
the presence of unbroken prominent pustules, and the early appear- 
ance of funnel-shaped losses of substance on the site of the deposit 
all point with certainty against the affection being diphtheria. 

Treatment. — The treatment must, in the first (ilace, be prophylactit^ 
on account of the extraordinary predisposition of many people to acute 
ph.arj-ngeal catarrh. 

For sensible hygiene the foundation should be laid in early youth j 
daily experience shows how much this is neglected ; and we see also 
that these very children who are most carefully protected from cold 
draughts, and are provided with as many clothes as possible to pro- 
tect them from the weather, are specially often attacked with angina. 
This delicate upbringing and avoidance of draughts is continued 
systematically on to manhood, and is increased by the over-heating 
of rooms by servants and wise friends, until complete relaxation of 
the skin, and constant tendency to perspire, occur in a most critical 
manner. It may be granted, however, that weather-proof and hardy 
natures do not always defy changes and variations of temper- 
ature with impunity, although it is a fact that the stronger and more 
hardy the outer skin is, the more rarely are the mucous membranes 
attacked by inflammation. There can be no doubt that we can 
effect a change in circulation and secretion, and a strengthening of 
the cutis, by influencing the vasomotor nerves of the skin. To many 
who are predisposed to catarrh of the mucous membranes, a change of 
clothing is often sufficient to bring about such an effect. One does not 
at all require to be an absolute believer in the woollen regime which 
Jager thinks can alone make one happy, in order to perceive that 
through the wearing of a flannel shirt, evaporation and cooling of the 
skin is really rendered slower or modified. In like manner it may 
be believed that, by lowering abnormally high temperature of rooms, 
a common cause of catching cold is removed. The skin may be 
directly strengthened by means of the different hydrojiathic methods, 
especially by daily washing with cold water, rubbing, swathing and 
douching, and in summer by river, plunge, and other baths. Bui 
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the best treatment undoubtedly is living at the sea side and bathing 
daily, or in a ivell conducted hydropathic establishment. 

Along with hardening of the skin, hardening of the mucous mem- 
branes may be conveniently combined by means of methodical gar- 
gling or syringing, for a month at a time, with fresh cold water, to 
which some astringent may be added, such as alum. It must be 
pointed out to the impatient, and to those who are always asking for 
some new remedy foe their recurring catarrh, that relaxation of the 
skin, which has gone on for years, cannot be removed in a few weeks 
or even months. 

To prevent the outbreak of a catarrhal and phlegmonous angina, 
or to check it, every kind of remedy has been proposed. In Eng- 
land, Morell Mackeniie recommends pastilles containing 3 grains of 
the resin of guaiac, to be administered on the first appearance of the 
symptoms, every two hours. They have proved to be very beneficial, 
and are very much used. Of less benefit is the administration of from 
3 to 6 drops of tincture of aconite every three hours. When muscular 
or articular rheumatism accompanies the angina, salicylate of soda, 
in gramme (grs. 15) doses every four hours, quickly gives relief Con- 
cato and Bufalini recommend, at the beginning of the angina, spray- 
ing with ether, by means of Richardson's apparatus, every two hours 
for three or four minutes. Vapour baths, and other means of producing 
perspiration, are also much thought of methods of checking catarrh. 
Although it cannot be denied that in some cases incipient angina 
or coryza may be prevented by exce.ssive abstraction by the skin, 
still experience shows, that one generally ixn'vie^ post festum. 

When the disease has already broken out, attention must be paid 
to the existing fever. According to B, Frankel, several doses of 
quinine, up to i gramme (grs. 15), given in the evening, will con- 
siderably shorten the course of the malady. By the application of 
ice to the neck, sucking ice pills, taking ice drinks, and by the 
administration of an aperient, which is far too often forgotten, one 
generally succeeds in moderating the symptoms and cutting short 
the disease. When there is pain on swallowing, pulpy or fluid food 
at a suitable temperature must be given. Since generally in from two 
to three days a certain intolerance for the application of cold, both 
externally and internally, begins, one must have recourse to warm 
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and stimulating poultices, warm gargles, and warm drinks, especially 
alkaline waters, in order to accelerate the resorption of the inflamma- 
tory products, and make allowance for the subjective sensations of 
the patient. 

As gargles and inhalations, and for rinsing out the naso-pharynx, 
the most suitable remedies are diluted lukewarm milk, Ems water, 
mucilaginous decoctions, solutions of glycerine t to lo, i to z per 
cent, solutions of bicarbonate of soda, chloride of sodium, or biborate 
of soda. When the secretion is co[>ious, and the isthmus of the 
fauces is affected, astringent gargles of alum and tannin must be used ; 
and in follicular ulceration, chlorate of potassium (grs. 20 ad. % i), 

In the latter cases, 4 per cent, solutions of boracic acid, and i to 3 
per cent, solutions of carbolic acid, are also indicated, though what 
the action of these remedies is, can no more be explained than can 
the action of permanganate of potash in simple catarrhal angina. 

In Inflammation of the deeper parts of the- pharyngo-oral and 
pharyngo -laryngeal cavities, inhalation of warm atomised remedies 
is preferable, although, however, only a small quantity of them can 
reach the diseased parts. If recovery be slow, then jKiinling with 
glycerine of tannic acid, i to 10, or with nitrate of silver {grs. 50 
ad. 3 i) or with Mandl's solution of iodine (to be mentioned later on), 
will hasten the resorption. 

The greatest care is required when the ear participates in the 
disease. On the first appearance of symptoms, the air douche 
must be used, and in a more serious attack, catheterism is necessary, 
which, however, is very painful ivhcn the disease is acute; as a rule, 
Politzer's method is sufficient, especially with children. Otitis 
media, as it develops, must be met with the usual remedies : 
leeches, application of ice, and eventually, if required, paracentesis 
of the drumhead. 

Besides these usual forms of acute angina, there are various modi- 
fications which occur seldomer. Thus, for example, E. Wagner 
mentions slightly elevated white, or whitish yellow spots occurring, 
either circumscribed or diffusely, on the mucous membrane of the 
palate and tonsils, caused by suppuration of the epithelium. The 
outer layers of epithelium are generally awanting ; the next are 
blistered and tederaatous, and have pus and blood corpuscles scat- 
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lered here and there throughout them. Sometimes the upper surface 
appears rough, uneven, and greyish, the epithelial layers are desquam- 
ating, and between them are seen little nodes of fat. This form has 
been designated caduclk angina, — angina pultaeea. It appears only 
in states of debility of acute or chronic nature, e. g., typhoid fever, 
phthisis, and senile marasmus. Whether it is identical with the dis- 
ease described by Morell Mackenzie as angina ulcerosa, which occurs 
in anatomists, medical men, and sick nurses, in consequence of some 
slight septic infection, I do not venture to decide. There also may 
occur, following acute pharyngitis, smaller or larger ecchymoses, which 
form has been called hamorrhagic angina, and which is described 
in the chapter on pharyngeal haemorrhages, Inflammations of the 
pharynx following scurvy {angina scorbutica) and idiopathic thrush 
are abo seen. On the reddened mucous membrane of the soft pal- 
ate, u\-ula, and tonsils, elevated yellow spots appear after a few days, 
quickly developing into deep ulcers, which, if the patients be left 
to themselves, may give rise to extensive destruction and gangrenous 
desquamation. The odour from the mouth is fetid, and salivation 
copious ; the subjective symptoms are the same as in acute pharyn- 
gitis and stomatitis. The treatment is similar to that of the corre- 
sponding diseases of the mouth. Chlorate of potash here also proves 
itself to be the best local remedy, 

CHRONIC PHARYNGITIS. 

Synonym. — Pharyngitis Chronica. 

The causes of chronic phar)-ngitis may be divided into predispos- 
ing and directly exciting. 

There is no doubt whatever that weakly, scrofulous, and tubercul- 
ous persons, also those suffering from heart disease, or convalescing 
from severe and especially from acute infectious diseases, likewise, 
according to Riihle, those suffering from haemorrhoids, and persons 
affected with syphilis, are unusually predisposed to pharyngeal catarrh. 
By far the commonest of the directly exciting causes is the occurrence 
of attacks of angina, which ehher frequently recur, or rapidly follow 
one another. When one considers how seldom complete recovery 
from an attack of angina is wailed for, one cannot be surprised, if 
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after each attack some unabsorbed material remains behind, and 
acute catarrh resolves itself into chronic 

Chronic pharyngeal catarrh almost always accompanies chronic cold 
in the head, adenoid vegetations, and naso-pharj'ngeal polypi More 
frequently careless living, and particularly the consumption of alco- 
holic drinks, pungent, and highly seasoned food, and smoking, must 
perhaps be blamed; while the fact that snuffing, and the still more 
loathsome habit of chewing tobacco, have the same effect, requires 
no explanation. 

Certain occupations and trades also give rise to chronic pharyngeal 
catarrh : persons who work in a dusty atmosphere, millers, stone 
hewers, and file cutters, workers in metal, also joiners, and female 
workers in cigar factories, are almost as often affected by catarrh of 
the pharynx as by inflammation of the larj-nx. 

In many persons, over-straining the voice is the cause of the affec- 
tion, as is seen in its relative frequency among teachers, singers, 
actors, preachers, officers, and attorneys. Bresgen, who will not 
admit over-straining of the voice alone as an exciting cause, explains 
the apparently excessive tendency to this disease in those whose 
occupation is speaking, by the circumstance, that in their profession 
they become disturbed much earlier than other people by the con- 
sequences of their illness; on the other hand, however, he allows 
that catarrh of the throat already existing may really become worse 
by continued over-straining of the voice, 

I am of opinion, however, that over-straining of the voice may of 
itself give rise to chronic pharj'ngitis, and especially to hypertrophy 
of the lateral bands, but I believe that it far most frequently develops 
its influence when allied with one or several other affections. To 
the author, who in his sphere of labour has sufficient material to 
decide the question at his command, the small number of female 
teachers, actors, and singers that participate in the affection, and the 
large proportion of officers commanding in the open air in all 
weathers, and in the dusty riding school, and who fully understand 
how to live well, appears most remarkable. Among teachers, who, 
generally from pecuniary reasons, rarely exceed, I could account for 
the origin of the affection, partly by anomalies of constitution and 
partly by pronounced predisposition to taking cold. 
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In only a general way therefore can one agree with Rahle, who 
blames the cigars, the wine, and singing for the great prevalence of 
throat affections in Rhineland, and accept his eliologj', with some 
modifications on account of t!ie quality of alcohol, and the more or 
less artistic use of the vocal organs. 

Chronic catarrh of the pharynx may either attack the whole of the 
throat, or may be localised in separate parts ; the process, however, 
is not usually sharply defined, but extends more or less over the 
various parts. Roth maintains that the pathological process always 
attacks the whole extent of the mucous membrane of the pharynx, 
and that a part cannot be affected by itself ; to this statement, how- 
ever, I must, from a clinical standpoint, give a most decided con- 
tradiction. 

Hypertrophy of the parts affected, must be looked upon as a 
characteristic of all kinds of chronic catarrh of the throat, diffuse as 
well as localised : it extends on the one hand to the follicles and 
follicular glands, and on the other to the whole mucous membrane 
and the submucous connective tissue (Pharyngitis chronica hyjur- 
iruphka). Since many inflammations of the pharynx terminate in 
atrophy of the mucous membrane, there must also be differentiated 
^pharyngitis chronica atrophicans sive sicca. 



Chronic catarrh of th( naso-pharynx presents changes which differ 
essentially from those observed in other forms; on this account 
therefore we will consider it firsL 

Hypertrophy of the tissue elements forms the substratum of 
chronic naso-pharj'ngeal catarrh. The mucous membranes covering 
the Eustachian prominences, the fossae of Rosenmiillcr, and the 
posterior surface of the soft palate, appear thickened, and more or 
less hyperasmic : the blood vessels are dilated, and sometimes the 
parts are of a greyish white colour, from proliferation of epithelium. 
The mucous glands and the follicles stand out more distinctly, the 
]x»sterior ends of the turbinated bodies are hypertrophied, or re- 
semble small bladders, or frog spawn. The mucous membrane of 
the naso-pharynx may be normal ; it is, however, much oftener also 
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while the tonsils s 



hypertrophied and covered with granulat 
enlarged. 

The adenoid tissue is attacked with special frequency and intensity. 
When hypertrophied, the result Is known as " adenoid vesetations," 
or as "hypertrophy of the pharyngeal tonsil." 

In well marked cases, the impossibility of seeing the nasal fossa is 
what strikes the examiner most However much he turns the mirror, 
nothing can be seen of the characi eristic septum narium, or of the 
turbinated bones. Instead of these he sees a reddish or greyish red 
mass, made up as it were of cones, berries, or stalactites, reaching 
from the roof of the pharynx to the junction of the soft and hard 
palates, and to the openings of the Eustachian tubes, sometimes even 
covering them and filhng up the lumen of the naso-pharyngeal 
cavity. The mass is more or less covered with a thick, lough, green- 
ish yellow, or bloody secretion, here and there forming scabs. On 
removing these one sees that the individual swellings, or crest-like 
prominences, are separated from one another by deep, generally 
longitudinal slits, and are more or less pedunculated, and moveable to a 
greater or less degree. Wilhelm Mayer, to whom the greatest merit 
is due for having first described this disease in detail, divides these 
growths into leaf-shaped and cone-shaped, and as sub-divisions he 
mentions the crest-shaped and plate-like. The Eustachian openings 
are either covered by a large tumour-like mass, or by several small 
excrescences like cocks' combs, or are partially seen. 

In less severe cases, only the inferior sections of the nasal fosse 
and septum can be seen, while the superior are covered over by the 
above described tumours. The Eustachian openings may be free, 
while single tumours may extend as far as the fossa of Rosen- 
mUller, or into the immediate neighbourhood of the tubes. 

Adenoid vegetations are of but slight consistence; in children 
they are very soft, sanguineous, and delicate, and may be torn or in- | 
jured by the palpating finger. In adults the surface is generally | 
equally soft, but the base is hard and firm ; they are especially hard 
when situated on the cartilage of the Eustachian tube, or on the pos- i 
tcrior surface of the soft palate. 

As in size and number, so also in their seat and point of origin, they 
vary considerably. Sometimes they spring from the fornix, both J 



I 
I 



CHRONIC PHARYNGITIS, 10$ 

from the anterior and posterior walls ; in rare cases the fornix is quite 
unaffected, while the posterior wall, as far as the tubes, is completely 
invested. 

As to the number and size of the tumours, rhinoscopy as a rule 
gives but uncertain information. On account of the great perspec- 
tive shortening with which the parts under examination are repre- 
sented, the lowest tumours only can be observed, while those lying 
above are either quite concealed or appear much smaller. 

The pharyngeal tonsil, when hypertrophied, has as its basis a network 
of connective tissue, consisting sometimes of thick shining trabecule 
with narrow and roundish meshes, sometimes of thin fibres with wide 
angular meshes. Blood vessels, both arterial and venous, are very 
considerably developed. The main part of the adenoid vegetations 
consists of numerous round cells or lymph corpuscles. The epithelial 
covering is composed of ciliated cylindrical cells, sometimes of non- 
ciliated, less frequently of the pavement variety, the last being always 
found when a follicle approaches the surface. 

Only a few years ago adenoid vegetations were considered as a 
comparatively rare affection, and were believed to occur only in 
certain countries, princiixilly on the German coast, Denmark, Hol- 
land, and England. That this is not the case, but that it also is 
often observed in inland countries, is shown by the unanimous 
reports of many different observers ; the reason being that, since the 
disease was made known, cases have been more diligently sought after. 

Children appear to be specially predisposed to the disease. Many 
believe, and among them Bresgen, V. I.ange, and Semon, that it is 
congenital, and that it is not obser\-ed till several years after birth, on 
account of its slow development Without wishing to decide this 
question, I would like to call attention to the fact, that the predispo- 
sition of children to the affection does not seem so very remarkable, 
since other glandular organs, such as the tonsils and the lymphatic 
glands, are also in childhood very often affected with hyjjcrplasia. 

It has also been held that the presence of adenoid vegetations must 
be considered as an expression of a constitutional affection, mainly 
of scrofula. Although I cannot deny that among my patients scrofu- 
lous and anaemic children and adults were more numerously repre- 
. sented than the healthy and well nourished, still I must agree with those 
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who look upon adenoid vegetations as an independent affection which 
often accompanies certain anomalies of the constitution. Chronic 
inflammation of the nose and [iharynx, especially that accompanying 
measles, scarlet fever, and whooping cough, most frequently gives rise 
to this condition. According to Lowenberg, the condition also occurs 
in congenital cleft palate. All observers are agreed that the disease 
occurs most commonly between the ages of five and twenty ; that is, 
it most frequently comes under treatment between these years. After 
twenty, the disease occurs but rarely. Along with it I have several 
times found nasal polypi. 

One of the earliest and most frequent symptoms is alteration in 
speech. It loses its resonance, words sound muffled, and the nasal 
consonants cannot be pronounced. This way of speaking is designated 
" dead " and " toneless." In some cases it resembles the speech in 
acute angins, in others it is more like thai in paralysis of the soft 
palate, which indeed has its function interfered with from the pres- 
sure of the vegetations and the hypertrophic condition with which it 
also is affected. 

In cases which are pretty far advanced, breathing through the nose 
is interfered wiih, while in very severe ones it becomes altogether im- 
possible. Parents often complain of the loud snoring of their chil- 
dren, by which those sleeping with them are awakened. The impos- 
sibility of breathing through the nose compels the patients to keep 
their mouths open, the under lip hangs down, and the countenance 
assumes an altered and stupid expression. Most children become pale 
and ansemic as the disease advances, their thorax remains fiat, indrawn, 
and undeveloped, as wc see in hypertrophy of the tonsils. That 
taste and smell also suffer, and that the removal of the secretion 
from the nose is impossible, is self-evident. Patients often complain 
of pain at the back of the head, or of a dull feehng of pressure in the 
head which they cannot clearly localise, and also of supra-orbital 
neuralgia, asthma, and other reflex neuroses, of which we shall come 
to speak more fully in discussing diseases of the nose. 

Of very frequent occurrence are disturbances of hearing, from the 
slightest deafness and very indistinct tinnitus to well-marked diffi- 
culty in hearing and otitis media with perforation. 

Increased secretion of mucus is one of the symptoms which 
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always present The mucus, for the removal of which the most 
painful sneezing and hawking movements are made, is generally very 
thick and tough, viscid, and tinged with blood. The blood is either 
mixed with the secretion only in little streaks, or is brownish black. 
Sometimes it is fluid and comes away in large quantities, and sometimes 
the expectorations bear a striking resemblance to pulmonary sputa. 

The course of chronic catarrh of the pharynx is very slow, especi- 
ally when adenoid hypertrophy is also present The vegetations may 
e.tist for many years without betraying their existence, until by the 
gradual narrowing of the naso-pharynx they excite the above-men- 
tioned symptoms. Spontaneous recovery has never taken place 
as far as I know, but Lefierts mentions a case in which it did. 

The prognosis of adenoid vegetations is favourable both as regards 
the removal of the affection and its complete cure without relapse, 
which up till now has never been observed. That restoration of 
hearing in cases of long standing, especially when perforation of the 
membrane has taken place, is not always possible, is very natural. 
■ The diagnosis of chronic catarrh of the naso-pharynx and of 
Kluienoid vegetations must be guided on the one hand by the symptoms, 
and on the other by the condition as shown by rhinoscopy. As exa- 
mination with the mirror is generally impracticable in children, the 
diagnosis must be confirmed by examining with the finger, by which 
method, too, one can become better acquainted with the number, 
size, and structure of the tumours. As an equivalent for the digital 
examination of children, which is always difficult and decidedly jiainful, 
Semon recommends that the permeability of the naso-pharynx be 
tried by injecting a small quantity of warm water by means of a ball 
syringe. If the water does not at once flow in a stream from the other 
nostril, but through the mouth, then it is certain that there is an ob- 
struction in the naso-pharnyx. This method is also recommended (o 
prove whether or not operation has restored the passage. The sus- 
picion that the case is one of hypertrophy of the pharyngeal tonsil 
will become a certainty, if children, in whom the nose and tonsils are 
unaltered, cannot breathe when iheir mouths are shut 

As the treatment of catarrh of the naso-pharynx, unaccompanied 
by hypertrophy of the adenoid layer of tissue, will be considered 
I further on, let us now turn to the treatment of adenoid vegetations. 
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Tnatment. — As a palliative to remove the extensive masses of mucus, 
the nasal douche with i per cent, solutions of chloride of sodium or 
bicarbonate of soda Is best, while in complete obstruction of ihe pas- 
sage to the pharynx some form of spray should be used. As nothi: 
can be expected from internal remedies, surgical operations must 
undertaken. The mildest of these is cauterising with solid nitrate of 
silver or solid chromic acid, which is to be melted on to a caustic 
holder, bent and twisted according to the situation of the vtgetations. 
This method can only be used when the vegetations are soft and^j 
small, and must, in most cases, be continued at suitable intervals fc 
several months. 

Mechanical removal proves a much quicker and more radical 
Although it is sometimes possible to make the growths disappear by 
crushing ihem off with the finger nail, still, as a rule, they require 
more energetic means. 

The question at what age children should be operated on, must be 
answered by the condition of the child at the time. If disturbances 
of hearing, anjemia, and defective development of the thorax are 
jiresent, an operation must be undertaken at once. But if the 
stiU pervious, and there is neithur deafness nor any disturbance of 
development, then one may wait till the child grows bigger, or till 
the symptoms increase ; it is better, however, not to wait for the 
complete development of the disease, but to operate at once. 

Another question is, whether or not it is necessary and possible 
operate under control of the mirror. 

The possibility of so doing must certainly be allowed ; still I must' 
affirm that, after many years' experience, it is exceptional for an oper- 
ation to succeed when the mirror is used, and that it is not necessary 
to operate with it. If endo-laryngeal operations are brought forward 
as evidence in favour of the mirror, it shows that it has been alto- 
gether forgotten that the larynx is an organ which, both functionally 
and anatomically, cannot for a moment be compared with the pharynx. 
The only good, because the only practical point of view, and one 
which Michel, Schaffer, Lange, Semon, and others hold, is this, that 
operations can only be carried out without the mirror when, by pre- 
vious inspection or palpation, the situation and extent of the vegetations ' 
have been carefully made out and observed. \V'hoever operal 
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r taking such precautions, will never cut off the Eustachian pro- 
I minence, or destroy a piece of tlie turbinated bones. 

A stilL further question is, whether the operation should be 
done in one or in several sittings, and if anaesthetics should be em- 
ployed. 

The answer to these questions must be decided by the individual 
cases. In resolute adults, provided the vegetations are not toonumerous, 
the operation may generally be completed at one sitting, and nearly 
always without an ansesthetic, even although the bleeding be some- 
what considerable. If, however, the naso-pharynx is completely filled 
with the growths, then it is better to remove them at several sittings. 
With children the procedure is otherwise. Older and more sensible 
children, as a rule, submit to the first operation without much fuss. 
But if, as is often the case, the number of vegetations is very large, 
and a second application of the instrument, or a second seance, is 
necessary, then the resistance of the patient is in direct ratio to the 
persuasion and encouragement of the surgeon and the friends. 
Smaller and unreasonable children, who set themselves against every 
manipulation of the doctor, I only operate on when under the influence 
of an anEsthetic The ansesthesia does not require to be very deep, 
only enough to interrupt excessive resistance, and last for a few 
minutes. On account of the danger of inspiring blood, mucus, or 
pieces of tissue, it is to be recommended here, as also when there 
are very many and large growths, to appoint a second silting, or to 
operate with the patient's head hanging downwards. 
Asto the mode of operation, opinions differ veiy much. Some prefer 
[ to remove the vegetations through the nose, by means of ecrascurs, 
or the galvano-causlic snare. W. Mayer operates through the nose, by 
means of a ring knife, or an instrument like a lithotrite, guided by his 
fingers introduced through the mouth into the naso-]>harynx. That 
this method through the nose is the shortest and most comfortable 
for adults, there is no doubt, and can only be objected to with right, 
on the ground that all the vegetations, especially those on the anterior 
superior part of the fornix, cannot be reached from the nose. Apart 
from the imixjssibility of passing suitable instruments through a nar- 
row crooked nose, in which are also protuberances, it must not be for- 
gotten that by far the greatest number to be operated on are children. 
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in whom already, from anatomical reasons, the way of operating 
through the nose appears impracticable. 

Therefore it is that many, and among them the author, prefer to 
operate through the mouth. Many recommend very warmly the wire 
snare, but as its introduction, on account of the bending of the wire, 
is very difficult, Hartmann has constructed a covered wire snare, 
which is preferable to the uncovered one. The galvano-caustic snare 
is hardly of any use, on account of the softness of the tumoure, and 
to attempt to destroy numerous vegetations with the galvano-caustic 
cautery, is simply to prolong the operation ad infinitum. 

We require, above all, a method which will put us in a position to 
remove as much as possible in the least possible time. 

For this the sharp spoon principally employed by Justi, is suitable, 
and the cutting ring knife of V. Lange, or similarly constructed in- 
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Btruments, curettes, &c. The author, who has used both instni- 
ments, both in flat and lamelliform vegetations, has every reason to 
be satisfied with them. When the vegetations are very numerous, 
large, and roundish, however, I make use of another method Not 
from any desire to increase the number of instruments already in use, 
among which may be mentioned Delstanche's fixed adenotorae, and 
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Bezold's lengthened metallic finger nail, but from real practical 
necessity, I constructed a post-nasal forceps, which in some degree 
resembles that of Stoerk, Lowenberg, and Solis Cohen. As repre- 
sented in figure 3, it has a double curve, one at the handles, the 
other at the shoulder, concave anteriorly, so as to adapt itself to the 
naso- pharynx. 

This forceps ends in two spoon-shaped blades, 14 millemetres long 
by 10 wide, and sharp all round, which come exactly into apposition 
when the handles are closed. By means of this instrument ii is 
possible to reach every part of the naso-pharynx. If one wishes lo 
remove vegetations from the posterior wall, then, the tongue being 
pressed down, the forceps can be directed to the desired spot by 
raising the handle ; if necessary, it may be pushed as high as possible 
in a vertical direction, towards the fornix, and from there by slightly 
lowering the handle, on to the anterior surface toward the nasal fossa, 
in order to remove the tumours situated there. A further advantage 
of this instrument lies in the possibility of crushing at one squeeze 
very large and tough pieces, in which the sharp spoon or the ring 
knife, as I have often experienced, would be caught, or on which 
they would make no impression. If the connective tissue base is 
very thick and hard, it may happen, as it does sometimes with 
ecraseurs, that the blades do not quite cut through it ; as a rule, 
however, a few rotatory movements are suflScient to separate the 
tumour, and eventually sever the parts not quite divided. I,et it 
also be observed that I generally always use the same instrument, 
whether operating on children or adults ; and that it is only when the 
patients are very small, or the field of operations very narrow, that I 
use a thinner pair of forceps. The instrument may be obtained from 
Katsch, in Munich, the maker, at fourteen shillings per pair. 

The bleeding following the use of this instrument, is less than that 
caused by the sharp spoon, and usually stops after a few minutes of 
itself, or when cold water is injected, containing, if necessary, some 
liquor ferri perchloridi. The pain is not very great, but patients 
often complain of shooting pains in the teeth and ears. After removal 
of the principal masses, the walls of the pharynx may be smoothed 
by means of the ring knife. Although it does not ap])ear necessary 
to remove all the diseased tissue, after the experience we have had 
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Still it is better, as far as possible, to remove everjlhing thai can fc 
reached, in case what is left behind should grow again. 

The reaction following an operation completed at one sitting may I 
be very severe; headache, fever, increased excretion of bloody 
purulent mucus, and general malaise, compel the patient to remain 
several days in bed, I have, however, never met with so violent a 
reaction since beginning to operate with the spoon forceps, and at 
several sittings; so that, in patients going about, or in merchants who 
travel a great deal, in weakly persons, and many children, the method 
is to be highly recommended. Even those children who are operated 
on under an anesthetic, begin to play about in a few hours, or may 
attend school the next day. Injurious effects on the earl have never 
seen. The reaction must be combated with ajiplications of ice to the 
head, and sucking of ice. For after treatment, I use twice daily a 4 
per cent, solution of boracic acid, for cleansing the naso-pharyruc J 
Let one perform the operation with whatsoever instrument one will, I 
and this is determined by practice, custom, or preference, the effect | 
is always the same. \\Tien breathing through the nose is restored, 
the stupid expression disappears from the face, speech recovers its 
tone, and is distinct, the secretion of mucus stops, disturbances of 
hearing disappear, the pallid countenance becomes gradually healthy, 
and the thorax arches out. In some cases it is necessary, to hasten 
the restoration of hearing, to open the Eustachian tubes by forcing air ■ 
through them. 

Of all the divisions of the pharynx, the nasal part undoubtedly ts 1 
most frequently diseased. 

Chronic catarrh of this part, in its simplest form, manifests itself by 1 
uniform reddening and velvet-Uke swelling of the mucous membrane. J 
The redness is sometimes so slight, that only an experienced eye t 
able to pronounce it to be a pathological condition, being in most 1 
cases only of a slight bluish red ; in other cases the mucous membrane I 
ai>pears to a great extent mottled but smooth, or it may be slightly I 
rough, owing to dilated tortuous blood vessels and swollen mucous \ 
glands, and covered by a gray greenish yellow secretion. The po$> 
terior wall of the pharj'nx sometimes appears divided into several flat 
or rounded longitudinal divisions, separated by shallow furrows; 
these me the cases in which already there is partial hypertrophy ( 
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(he mucous membrane. Granular pharyngitis is ihe form which occurs 
most frequently. There are few affections which have been more 

rdiscussed in late years than granular pharyngitis. 

If one examines a considerable number of young and grown-up 
Tsons of both sexes, one may obser\-e on the mucous membrane 
of the pharynx, but principally on that of the naso-pharynx and 
its immediate neighbourhood, extending longitudinally down the 
vertebral column, elongated or oval prominences of a deep or pale 
red or yellowish colour, as large as lentils, peas, or even beans. 
Sometimes there is but one, sometimes several scattered uniformly 
over the mucous membrane, sometimes they are in groups near each 
Olher, and often they form flat plaques of varying width. According 

'to the examinations of Saalfeld and Roth, it has been conclusively 
proved that these granules represent a circumscribed proliferation of 
lymphatic tissue in the neighbourhood of the efferent ducts of the 
mucous glands. The efferent duct of the gland is dilated only in the 
region of the swollen tissue, the pavement epithelium of the mucous 
nembrane extends over the granule, and appears either attenuated 
on its summit, or is completely absent. The mucous membrane be- 
tween the granulations is sometimes normal, sometimes hyperaemic 
and intersected by dilated vessels. 

;en considers that the granulations are congenital. Roth con- 
tradicts him, and declares that he has never seen them in newly bom 
children. In children under six they very seldom occur, but after 
nx they gradually increase in frequency. Roth has repeatedly seen 
them develop first in adult life. My opinion i.s, that the more fre- 
quent occurrence of granulations along with increasing age, is ex- 
plained by the intensity and frequency of the irritation which the 
mucous membrane of the pharynx meets with as age advances. ^\'hile 
Ihe development of the granulations is prevented in sucklings and 
young children by bland and unirritating food, and infrequent ex- 
ix)sure to cold, they gradually develop more frequently however, 
as the children grow older, from their joining their parents at table, 
and also in consequence of unavoidable chills at school, as well as 
from the many intermediate children's diseases accompanied by acute 
angina- To these may be added, about the twelfth year or even 
much earlier, the irritation of cigars, and the taste for alcohol which 
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increases towards adolescence, and still more towards manhood, and 
also the emergencies of vocation described in the introduction. What 
wonder is it tliat there is scarcely a single grown up male who is entirely j 
free from granulations. Although females are not altogether spared, I 
yet they do not suffer from them en masie as males do. ^ 

Combinations of the granular form, with simple chronic pharj'ngeal 
catarrh, come very frequently under observation. Here and there on 
the mucous membrane are seen prominences from the size of a millet 
to a lentil seed, having on their summit yellow spots, which are 
obstructed follicular glands filled with fatty material. They are also \ 
frequently met with on the soft palate and on the tonsils. 

^Vhen the inflammatory process is localised to the lateral walls of I 
the pharynx, it becomes known as Pharyngitis lateralis hypertrophica^ | 
or as inflammation of the lateral bands (Michel, M. Schmid^J 
Hering). 

On inspecting the posterior wall, there is seen immediately behind^ 
the posterior pillar of the fauces a pale or intensely reddened elongated, 1 
round, or flat swelling, projecting toward the middle line, and ex- 1 
tending upwards or downwards, or as is most often the case, in both I 
directions. It is less clearly seen, or not seen at all, when the soft I 
palate is slack, being best seen when the muscles of the pharynx are 1 
contracted. The size of this swelling varies from the thickness of a 
pencil to that of the little finger. As one may learn from inspection I 
and palpation, it merges superiorly into the Eustachian prominence, I 
representing therefore a true h)-jjcrtro[>hy of the salpingo-pharyngeal " 
fold- According to Zaufai, it may form an elongated fleshy swelling 
of the size of a hazel nut, becoming smaller inferiorly, and which may 
sometimes be compared to a conjunctival swelling with many granula- 
tions. In many cases the inflamed lateral band does not extend into 
the salpingo-pharyngeal fold, but remains entirely limited to the 
extreme lateral corner of the pharynx, and becomes lost below and 
external to the Eustachian prominence, or terminates in a slight 
curve anteriorly toward the hamular process. The Eustachian pro- 
minences and their folds, both at rest and in movement, are sharply 
differentiated from these bands, which, on speaking or swallowing, are I 
subjected to a slight indrawing. The fold of mucous membrane in ] 
the neighbourhood of the posterior pillar of the fauces, when hyper- 
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trophied, very often becomes spread out into a flat and smooth or an 
uneven surface, consisting altogether of granulations, or beset here and 
there with single granules, which, by the movements which take place 
in choking or suffocation, is forced inwards. This thickening of the 
mucous membrane, which often resembles a string of beads, loses 
itself either in the seat of insertion of the posterior pillar of the fauces, 
or extends downwards, and gradually or suddenly changes back to 
normal mucous membrane at the level of the tip of the epiglottis. 

Pharyngitis of the lateral wnlls is generally bilateral, though, as a 
rule, it is more strongly marked on one or other side. The mucous 
membrane lying between the hypeitrophied lateral bands may be 
normal, beset with granulations, or changed in other ways. Hering 
differentiates pharyngitis lateralis granulosa from pharyngitis lateralis 
hypertrophica proper. By the fonner he understands a conglomera- 
tion of granulations, which are situated on the swelled or congested 
folds of the lateral wall round about the salpingo-pharyngeal fold, or 
underneath it ; by the latter, the above- described hypertrophy of the 
salpingo-pharyngeal fold, and the pans of mucous membrane pro- 
ceeding downwards from it. It is my opinion, however, that so strict 
a distinction cannot be justified. 

Chronic Inflammation of the sofi palate generally occurs along with 
chronic catarrh of the posterior wall. In many cases it is the only 
change perceptible in the throat. 

Its objective symptoms are reddening of the soft palate, which be- 
comes roughened from dilated vessels and the swelling of numerous 
glands. It also looks thickened, the pillars of the fauces become 
thick red swellings, and their movement is more or less limited. The 
uvula, bluish red in colour, is rough and oidematous on its an- 
terior surface from sweUing of the follicular glands, and looks hke a 
long thick and piump cone, which, withitspointturned tooneor other 
side, hangs down on to the dorsum of the tongue, or slicks to the pos- 
terior wall. The mucous membrane of the uvula, principally at its 
most deiiendenl part, hangs down like an empty sack. Sometimes 
the epithelium looks dim and milky. 

Hyiiertrophy of the tonsils must also be considered as a result oi 
chronic inflammation. 

Acute phlegmonous and diphtheritic angina taken eliologically must 
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first come under consideration. Sometimes an intra -tonsillar abscess 
does not burst, but runs a chronic course. Children show a peculiar 
predisposition to the affection — especially the anaemic and scrofulous; 
in some cases the predisposition seems to be hereditarj-. GerhanJl^ 
believes that it often appears as the last evidence of syphilis in itu 
parents. Morell Mackenzie considers that its occurrence in the fiistfl 
months of life is due to eczema and impetigo of the face and head,,l 
or to blennorrhtea neonatorum and blennorrhceic rhinitis, while itaj 
appearance at puberty is traced back by many to a sympathetic con- 
nection with the genital organs. 

Hypertrophy attacks all the tissues of the tonsils. The follicles are 1 
enlarged and increased, the interstitial connective tissue thickened, 
and also the mucous membrane covering them. The consis- 
tence of t!ie enlarged tonsils varies ; in scrofulous children they are 
soft and elastic ; in the cases which so often occur after : 
anginx they are generally very hard, and in many cases chalky do-fl 
posits arc present 

On inspection one is struck with the increase in size of one ofj 
both tonsils. The enlargement takes place in all directions, causing! 
the organs to reach far into the isthmus of ihe fauces. In very ^ 
marked cases they are in close apposition, or leave only a small space 
between them at their upper part, in which the uvula, which is often 
hypertrophied also, is seen, while the posterior wall can hardly be dis- 
tinguished, if at all. The tonsils reach upwards and backwards into the 
naso-pharynx, downwards to the base of the tongue, and force the soft 
palate forwards into the cavity of the mouth. Their mucous mem- 
brane is either reddened or pale, sometimes of a yellowish colour, its 
surface is generally rough and covered with retiform scars and shallow 
depressions, the parenchyma, cleft, ragged, and in some places atrophic 
or wanting. Their hypertrophy is very often combined with that of 
the pharyngeal tonsil, with granular pharyngitis ot with hypertrophy 
of the lateral bands. As h}i5crtrophy of the tonsils commonly a 
from inflammation, there is generally also in consequence indolentl 
swelling of the lymphatic glands of the neck. 

The pbaryngo-laryngeal cavity may be affected by itself, or may 1 
participate in affections of the naso-pharynx. 

The objective condition here is quite simple : the posterior wall a 
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f the pharynx, as seen n-ith the laryngeal mirror, is more or less reddened, 
covered with mucus, rough and slightly nodular. This roughness is 
almost entirely caused by the swelling of the mucous glands, seldom 
by granulations, which are distinctly differentiated from the former 
by their shape and larger circumference. In diseases of the pharynx 
the larynx always shares. The arye])iglottic ligaments, the interary- 
tenoid commissure, sometimes the whole posterior wall, appear more 

I or less reddened and swollen, the raucous membrane of the interary- 
tenoid region arched forwards, and covered with thick mucus. Less 

[ frequently tlie redness extends to the vocal cords, and, as a rule, the 

I closure of the glottis is incomplete in consequence of the sweUing of 
the mucous membrane, and from paresis of the muscles. 



Having now seen that chronic pharyngitis is most frequently 
accompanied by hypertrophy of the mucous membrane, we must also 
consider what takes place in the event of atrophy. 

This form is called pharyngitis chronica atrophicans sire sicca, or 
"rarifying" catarrh of the pharynx. Atrophy attacks the mucous 

I membrane in varying extent, and in different degrees. It must be 

I carefully remembered that there are very often hypertrophied patches 
near those already atrophied. Although it cannot be definitely 
proved that atrophy always develojjs from hypertrophy, because one 
is seldom in a position to observe chronic catarrh of the pharynx from 
first to last, nevertheless this appears probable by analogy. The 
question whether atrophy can develop primarily, i.e., without previous 
hypertrophy, must be looked on as an o[>en one. The pharyngo- 
nasa! and pharyngo-oral cavities are undoubtedly the parts of the 
pharynx most often affected by atrophy, which very often is sharply 
defined at the level of the uvula, or at the seat of its insertion on the 

I soft palate. 

I The mucous membrane of the posterior wall appears thin, delicate, 
and glistening, and on the contraction of the muscles shows fine dis- 
tinct light reflecting folds. The constrictor of the pharynx, which 
can be seen under the mucous membrane, gives it the appearance of 
raw smoked flesh, of a purjjle red or pale colour. The cavity of the 



iiS 



DISEASES OF THE THROAT. 



pharynx looks wider, when atrophy has afTected large portions, bol 
especially so when the adenoid tissue of the naso-pharynx has < 
ap[>tared. The Eustachian prominences and the posterior parts ( 
the turbinated bodies, are seen very distinctly, partly in consequena 
of atrophy of their mucous coverings, and partly from that of thi 
tissues in their immediate neighbourhood. In this atrophy the uvuls 
often participates, when it hangs down relaxed, as a lliin needle-lU 
process. In consequence of the extinction of many mucous gland^S 
secretion is more or less diminished and changed. The secretion 
covers the mucous membrane like a carpet, and imparts to it a 
varnish-like gloss ) it always adheres very firmly to the surface beneath 
it, on account of its being so devoid of water. So much so that one 
has to use a pair of forceps to remove it. The assertion, that dry 
catarrh of the pharynx only arises in consequence of fetid rhinitis, 
and that the fetid secretion, which often dries up and forms hard 
scabs, always comes from the nose, I must deny in the most decided 
manner. Although 1 have convinced myself that fetid rhinitis 
is invariably accompanied by pharyngitis sicca, yet in many cases of 
pharyngitis sicca, the nose is not affected at alL 

Dry pharj-ngeal catarrh occurs in children as well as in adults; it 
cannot be contradicted, however, that it occurs oftener in more 
advanced age, or in otherwise badly nourished persons, e.g., the scrofu- 
lous, anaemic, and tubercular. It seems to stand in a certain not yet 
more closely discovered causal relation to diabetes mellitus, and 
Bright's disease. My attention has been repeatedly called to the 
presence of these affections in atrophic pharyngeal catarrh, and I 
recommend, therefore, that in every case the urine be examined. 

It only remains now to consider that form of chronic pharyngeal 
catarrh, which Hoppe has called "fetid stinking pharyngitis," 
According to the latest observations, the process appears to be iden- 
tical with fetid rhinitis. Roth made certain, by plugging the nasal 
fossie, that the fetid secretion does not originate from the nose, but 
is produced from the mucous membrane of the pharynx itself. The 
affection occurs sometimes in combination with ozrena, sometimes by 
itself. It appears to be very nearly related to Stoerk's blennorrhoea, 
of which, however, it is characteristic, that the process always begins 



^^^HHH CHRONIC PHAR YNGITIS. 1 1 9 

^^Bn the nose first, and spreads as it runs iw course, to the pharynx, 

^^■.larynx, and tracliea. 

^^B Let us now turn to the sj-mptomatology of chronic pharyngeal 

^^V catarrh. 

^^H Among the earliest symptoms are perverted sensations in the 

^M pharynx. 

Dryness of the throat is a symptom very often complained of, 
although phlegm also is not less frequently a cause of complaint 
One would be very much deceived were one to believe, that in the 
former case the raucous membrane was without excejition dry, and 
coiered with but sc.inty secretion, while in the latter case, with a 
copious thin secretion. It is only in pharyngitis sicca that dryness 
is always complained of. The quantity of secretion varies just as 
much as its quality. The secretion is, as a rule, grey and viscid; 
sometimes it is more like mucus, or is muco-purulent and streaked 
with blood, but very seldom is it quite bloody. The secretion, when 
yellow, purulent, and fluid, or dried up into scabs, is generally a sign 
of ulceration or oz^Ena. It sticks to the mucous membrane, either 
on isolated spots in the form of small grey lumps, or, as in atrophic 

^^ catarrh, covers the whole of it uniformly. 

^^^ The natural consequences of these anomalies of secretion, is the 

^^Kiecessity of removing the secretion, real or imaginary, by hawking. 

^^KThe removal is accomplished either by deep and sounding expiration, 

^^B^e so-called " hem hem," or by hastily drawing air into the naso- 

^^Blpharynx, with the mouth shut, or by simultaneous violent quiverings 
of the soft palate. Another cause of frequent hawking is from the 
patient feeling as if he had a foreign body, a hair, a bone, a needle, 
a grain of sand, or some such thing in his throat. Through fruitless 
and repeated attempts to remove this foreign body, the reddening 
and sensitiveness of the mucous membrane become greater, and 
hence vomiting and choking, especially in the morning, take place, 
and increased necessity for swallowing arises. This last, accord- 
ing to Riihle, often leads to abnormal inflation of the stomach, 
furring of the tongue, loss of appetite, and indigestion. There is 
seldom any real pain in swallowing, but darting pains may be occa- 
sioned by dried up masses of secretion, especially in the atrophic 

^^, form. 
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Unpleasant burning, sometimes cold, sensations, itching and oppre»< 1 
sive feelings, occur spontaneously, or on taking food, also on smoking 
or partaking of hot highly seasoned dishes, and particularly alcohol. 
Many patients experience abnormal sensations, even on taking pure 
fresh water ; in the atrophic form the symptoms are very often miti- 
gated after taking irritating food, apparently in consequence of the 
secretion being increased for the time by the augmented blood supply; 
sometimes for several hours they altogether disappear. The fact that j 
many jwrsons affected with numerous granulations and hypertrophy j 
of the lateral bands, or even with phar>-ngitis sicca, experience no bad 1 
effects, while others disjilay the most alarming symptoms on the | 
appearance of the slightest change, depends partly on the varying ] 
excitability of the nervous system, partly on the accompanying in- 
flammatory symptoms. M. Schmidt explainstheabsenceofsymptoms j 
in spite of the lateral bands being inflamed, by the circumstance that j 
the latter do not reach as far as the superior constrictor of the ] 
pharynx, and are not disturbed by the contraction of this muscle. 

In highly susceptible, but also in robust persons, neuralgic symp- I 
toms very often appear in distant organs. In women, reflex spasms, 
according to my own and Soinmerbrodt's experience, occur pretty \ 
frequently at the entrance of the oesophagus. Asthma, megrim, and j 
other symptoms, which will be discussed more fully under affections 
of the nose, may occur as consequences of ordinary pharyngeal 
catarrh. Thanks are due to Hack for having called attention to the 
significance of these symptoms, and to the spontaneous occurrence of 
sudden darting pains between the shoulder blades, and rheumatic pains i 
over the clavicles, usually occurring only on muscular contraction. j 

Another symptom to be mentioned here is cough. Although in ■ 
far the greatest number of cases no cough is observed in chronic 
pharyngitis, and when present is confounded with hawking, yet 
now, by the careful obser\'ations of Sommerbrodt, Spamer, and 
others, it has been undeniably proved, that cough may really be ex- 
cited by the condition of the mucous membrane of the pharynx. I 
myself have seen cases of individuals in whom cough has arisen j 
spontaneously, and also cases in which it has been excited with i 
markable promptness by touching the granulations and lateral bands, j 
The term "pharyngeal cough" has been decidedly justified, api 




CHRONIC FMARYNGITIS. lai 

from the positive experiments of Kohts, Stoerk explains it by irrita- 
tion of the larynx from flowing down of the secretion, but in this 
he is only partly right, for when the lar^-nx is also affected, however 
slightly, the occurrence of cough requires no further explanation. 

Chronic catarrh of the pharynx has a most injurious effect on the 
voice. 
[ Be the patient teacher or officer, singer or actor, all complain of 
r the voice soon becoming tired, of the loss of metallic ring, and of the 
difficulty of producing high notes. These symptoms are explained 
partly by the friction and irritation of the larynx in consequence of 
constant hawking, partly by anatomical changes which the mucous 
membrane of the pharynx has undergone. Michel, with whom I en- 
tirely agree, explains them in the following manner : — 

The pharyngeal wall forms the principal reReclor for the waves of 
sound streaming out of the glottis ; here and against the soft palate 
they strike first. If this wall be not smooth, but is rough and uneven 
from granulations and hypertrophies, dull sounds must be formed, 
I just as an uneven mirror can only give a distorted image of an object 
I before it. By being badly reflected, therefore, the sound suffers 
damage, it becomes weakened, it does not carry far, or what is the 
same thing, it loses its metallic ring. Granulations and superficial 
hypertrophies, situated on the posterior pillars of the fauces, load them, 
make them stiff, and more or less rigid, whereby their mobility is inter- 
fered with ; thus they become incapable of vibration, do not transmit 
the waves of sound which strike them, and hence a part of the sound 
is again lost. Pharyngitis lateralis hypertrophica hinders the move- 
ment of the soft palate, and iirevents its rising up, so that it acts as a 
mass of flesh, and further damages the resonance. Another hindrance 
to the development of the voice, lies in the swelling, heat and dryness 
of the mucous membrane, occasioned by continued loud speaking and 
singing. Through the attempt to overcome these various hindrances, 
and to supply the deficiency of tone, the voice is often unduly over- 
strained, so that there follows in consequence morbid tiring of the 
laryngeal muscles, weakness of the voice and loss of metallic ring. 
I Finally, one must not forget that according to Gerhardt's observations, 
[ paralysis of the vocal cords may arise reflexly after morbid processes 
D the phar)-nx. 
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Looking at the sum of these different disturbances, it is not to be 
wondered at, that whenever chronic catarrh of the pharj-nx influences 
the general health very specially, it also has a very injurious effect 
upon the patient's mental condition. 

Depressed disposition of mind, thoughts of dying, the idea that in- 
curable consumption or cancer of the throat has developed, lead 
through defective nourishment to restless insufficient sleep, lassitude, 
anemia, weariness of life, with thoughts of suicide, and are signs of 
real throat hyiMchondriasis. Anxiety about his life causes the 
patient to choose most carefully his food and liquors, to avoid all, 
even the weakest alcoholic drinks, and even all solid nourishment, to 
use the most nauseous medicines, to wrap the thickest scarfs round 
his throat, and to shun even to fanaticism fresh air and contact witli 
cold water. How far this psychical aberration may go, may be 
illustrated by the case of a lady, one of my jjatienls, who for months 
would eat nothing but new laid eggs, which had to be most carefully 
examined, sometimes even with the microscope, because she had the 
fixed idea, that the itching sensaiions which tormented her, were caused 
by the mixing of sand and stones with her food. 

In conclusion it remains now to discuss the symptoms which are 
occasioned by hypertrophy of the uvula and tonsils. 

As the most terrible consequences have been attributed to hyjier- 
trophy of the uvula, it does not appear unnecessary to separate the 
real from imaginary disorders. 

That enlargement of the uvula may be the cause of pulmonary 
consumption is now-a-days scarcely believed by any old woman. 
That it may cause symptoms of suffocation by hanging doHTi on to the 
vocal cords, also belongs to the domain of fable. It does happen, 
though very rarely, that the uvula reaches down as far as the epi- 
glottis, and gives rise to an irritating cough, and under certain circum- 
stances may cause spasm of the glottis. Generally, however, the 
symptoms are confined to the feeling as of foreign bodies, to tickling, 
and phlegm — a suffocative sensation and inclination to vomit The 
voice is often thick on account of paresis of the azygos uvula; and 
nasal from overburdening of the soft palate. 

The symptoms of hypertrophy of the tonsils are almost identical 
with those of hypertrophy of the pharj'ngeal tonsil. 
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Respiration is in this case loudly audible, both when the patient 

is moving about or when resting. Sleep is restless and interrupted hy 

iudden attacks of choking, and very disturbing on account of snoring. 

The mouth being open, the face here assumes the well known dull 

expression, and sometimes there are disturbances of hearing. Speech, 

through narrowing of the conducting tube, sounds weak, muffled, and 

toneless, often with nasal timbre; the compass of the voice in singing is 

, limited, and a raising of the pitch of tJie voice is said to have been often 

I observed. There is no pain on swallowing, but deglutition is rendered 

I difficult and slow for solid, hard substances and for large pieces. 

I Complaints of feeling foreign bodies, increased secretion of mucus, 

increased hawking, and increased inclination to swallow, are the same 

1 the other forms of pharyngenl catanh. Hypertrophy of the 

, tonsils has an especially injurious effect on the development of 

children, which is generally far more pronounced than that of adenoid 

vegetations, which has been already mentioned. 

The face and nose do not grow in proportion to the rest of the 

L body, the nostrils remain small, the ujiper lip becomes larger, the 

I nasolabial folds are flattened, the roof of the mouth is strongly 

I arched and pointed, the alveolar processes become small, and the in- 

I cisor teeth overlap one another. In consequence of a deficient supply 

of oxygen, the children become anasmic, the expression dull, the face 

I puffy and cyanotic, and the muscles badly developed When the 

\ disease is of long duration, the thorax becomes affected. It is 

I flat, long and small, in a word, paralytic ; often assumes the rachitic 

character of pigeon breast, or shews on the lower part of the sides the 

impression of the arms. 

The diagnosis of chronic catarrh of the pharynx depends on the 
subjective and objective symptoms. Let the beginner always bear in 
mind, that in very many cases, the objective condition bears no ratio 
whatever to the subjective symptoms, so that he may not make a 
mistake in his diagnosis. Only when objective symptoms are alto- 
gether awanting, or are very insignificant, can the diagnosis " nervous 
aflection of the throat" be made. Since ulcers never appear in 
idiopathic chronic catarrh of the naso-pharynx, when they are seen, 
one immediately thinks of syphilis, tuberculosis, lupus, herpes, &c 
L The differential diagnosis between catarrh of the larynx and bronchi 
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and phar}*ngitis is as a rule quite easy, but sometimes requires pro- 
longed observation to make sure. On the assertions of patients that 
pain or unpleasant sensations are only on one side, or that they are 
situated high up, in the middle, or deep down, much reliance cannot 
be placed, on account of the small sense of localization in the throat 
Yet, in some cases, I have found touching diseased or suspected 
parts of the mucous membrane, especially granulations and the lateral 
bands, with a sound, to be in so far a diagnostic expedient as that it 
makes the patients, who are altogether unprepared for it, almost in- 
variably complain of sudden pain, and point out with certainty, as 
the situation of their troubles, the part of the mucous membrane that 
has been touched. 

The disease may run a course of many years, or may even last the 
whole of one's life. The symptoms may be at one time less, at 
another more pronounced. The condition of the mucous membrane 
may for a long time remain entirely unchanged, but generally hyper- 
trophy steadily increases, or atrophy sets in. 

The prognosis is favourable as regards life. Although chronic 
catarrh never causes death directly, still it may thoroughly embitter 
the lives of those affected by it, as may be concluded from the des- 
cribed complaints. While ten years ago chronic pharyngeal catarrh 
was thought to be incurable, now, thanks to the late advances of 
therapeutics, it has become otherwise. The hypertrophic form may 
be completely and permanently cured ; the atrophic form alone has 
a bad prognosis, since as yet we have no remedy which can restore 
an atrophied mucous membrane to the normal condition. 

Treatment — There are few affections about which so many un- 
decided opinions as to treatment exist as chronic pharyngeal catarrh. 
If I therefore describe its treatment in detail, I am induced to do so 
by the conviction that such a description is very much needed ; but 
the patients who are really anxious to get rid of their troubles, must 
never forget that cure is only possible with the greatest care and 
])erseverance, and that an affection which has existed for years cannot 
be removed in a few weeks. 

As one can hardly ever satisfy the indicatio causaliSy one must 
in most cases be satisfied with a prophylactic and hygienic-dietetic 
method. It is quite evident that anaemia, scrofula, and haemorrhoidal 
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conditions must be removed, the panoking of strong alcohol, highly 
seasoned or too hot foods, smoking and snuffing forbidden, or else 
limited as much as possible. Workers in dusty atmospheres must 
protect themselves by wearing respirators, and while under treatment 
avoid their usual places of business; professional speakers must take 
rest and use their voices sparingly, 

Since chronic pharyngeal catarrh represents a local malady, its 
treatment must also be principally local. It is therefore evident that 
baths, mineral waters, or hydropathic cures, except in cases due to 
plethora, too high living, and hemorrhoids, are not the proper re- 
medies. Nevertheless experience teaches, that the strong belief which 
physicians and the public still have in the healing power of certain 
springs, promote yearly a pecuniary sacrifice which bears no propor- 
tion to the results obtained. From the unusual prevalence of chronic 
pharyngeal catarrh, it is not to be wondered at, that chronic pharyn- 
gitis has found a place among the indications of most health resorts, 
and hence it is that both alkaline and saline springs, and among the 
latter especially those containing iodine, and also sulphur springs 
and earthy mineral waters, are recommended for their great curative 
power. The use of all these waters consists solely and only in this, 
that the patients, during the cure, trace to them an alleviation and 
seeming improvement of their subjective complaints, which, however, 
after their return home reappear with all their former activity. Both 
Bresgen and Lichtenstern have re[>eatedly but unsuccessfully urged 
the uselessness of these water cures ; the baths are too convenient as 
places to which everlastingly querulous patients may from time to 
time remove, for one to wish to renounce them. 

Of the same value as balhs are garbles, inhalations, and applications 
by sprays. The former, aS previously mentioned, are only useful in 
diseases of the isthmus faucium ; the latter are of value for cleansing 
and moistening the mucous membrane, but have no healing power. 
I prefer the cold spray, partly because it more quickly blunts the ex- 
cessive irritability, and partly because it renders the mucous mem- 
brane, already all too much accustomed to heat, gradually more 
capable of resistance. I only use solvents, and principally i — 2 per 
cent solutions of bicarbonate of soda, carbonate of potash, and 
chlorate of soda ; in some cases a 4 per cent, solution of bromide of 
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jiotash for soothing, For cleansing the naso-pharj-nx I use either! 
the nasal douche or the above-named solutions, simply snuffed up 1 
through the nose, or, in the case of children, introduced with a i 
spoon. 

In painting and insufflation, we possess, on the other hand, I 
rational means of applying remedies to the pharynx. 

If treatment is to be applied for uniform reddening, with velvet-like I 
swelling of the mucous membrane, or for recent cases of hypertrophy 1 
of the uvula, one should begin with daily paintings with a strong solu- 
tion of tannin (5 to 20), which later on may be replaced by solutions of 1 
nitrate of silver, gradually increasing in strength (grs, 15-50 ad %\). 

When there is considerable swelling, no remedy is so good as J 
Mandl's solution of iodine. It is a good thing to have several solu- I 
tions of varying strength, to be used according to the severity of 
the case. Mand! added carbolic acid to his solution for producing 
anjesthesia of the mucous membranes. I prefer oleum menthae 
piperita, on account of its better taste. The three different strengths 
of the solution are as follows ;^ 



grs. 50 grs. 75 
5i 5i 



R Potass. lodid . . grs. 25 
lodi puri . . . . „ 6j^ 
Glycerin! , . . . Ji 
01. Menth. Pip. guttas tres. 

Bresgen uses still stronger solutions, although the above are saSy- 1 
cieni for general use; the weakest of them at first causes violent 1 
burning, which, however, generally stops in a few minutes. The 1 
painting, which must reach every diseased pari, must be done with a 
bent brush when the affection is in the nasa! and lar}'ngeal parts 
the pharynx, at first daily, but afterwards, when the stronger solutions ] 
are used, every third day. 

Treatment must be continued according to the degree of swelling; 
and extends generally over from four to six weeks. For insufHation, a 1 
mode of treatment which is, in ray opinion, much less effective, and I 
which an intelligent [latient can apply himself, the best remedy is nitrate 1 
of silver (i part to 20 of starch). Morell Mackenzie recommends 1 
catechu in powder (3 grains in each dose), also persulphate of iron | 
(i part to 3 of starch), or resin of eucalyptus (i part to 3 of starch). 
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Although one may succeed in removing smaller granulations by 
appljing a solution of iodine, larger ones are not at all or only slightly 
influenced by it. Single large granulations may for a time be got rid 
of by crossed scarification, followed by painting, but for their radical 
cure, as well as ibat of hypertrophied lateral bands, there is only one 
remedy, and that is the galvano-caustic point, which has been intro- 
duced into practice by Michel. 

Nothing could be said against the use of Paquelin'stbermo-oautery, 
were it not for the fear patients have at a glowing hot instrument 
being introduced into their mouth. Tbe mechanical removal by 
means of shaqj spoons or curettes, and the chemical destruction by 
means of solid nitrate of silver, chromic acid, or London paste, have 
no advantages, but on the other hand many disadvantages, 

For cauterising granulations one uses either a galvanic cautery 
ending in a small round plate, or when the granulatious are larger 
and flat, as well as for destroying the lateral bands, a galvano-caustic 
knife, bent transversely at a right angle, according to the size of the 
surface to be cauterised, which, the tongue being pressed down, is to 
be placed cold on the spot to be touched, and then brought to a 
glowing heat. It is best not to allow the instrument to come to a 
white heat, which is prevented most easily by interrupting the cur- 
rent, and it is also recommended that tbe firmly adherent cautery 
be removed while still hot. When there are only small granulations 
present, it is best to destroy them all at once, but when the granula- 
tions are numerous, it is necessary, on account of the reaction, to [jer- 
form a second or even a third operatioa 

Very great caution and practice are required for cauterising the 
lateral bands. When at rest they are often so completely concealed 
behind the posterior pillars of the fauces, that it seems advantageous 
to cauterise them during phonation or retching, when they approach 
the middle line. The greatest care must be taken to avoid touching 
the posterior pillar of the fauces or other healthy parts. In hyper- 
trophy of the salpingo -pharyngeal folds, I allow the patient to hold 
down tbe tongue himself with the bent spatula, while I, in order to 
reach as high up as possible, and to avoid injuries to the soft palate, 
push up the latter with some suitable instrument, and cauterise 
the part from above downwards in long streaks. When the lateral 
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bands are very hard, as they often are, and when the granubtions are 
situated laterally, complete destruction of alt diseased parts can only 
be accomplished by very thorough cauterisation. 

While cauterisation of the granules, when situated in the middle, 
generally gives rise to but little pain and slight reaction, yet when 
they are situated laterally, and especially when the lateral bands are to 
be cauterised, the operation is unusually painful. When, therefore, 
the disease is bilateral, it is scarcely possible to complete the opera- 
tion at one sitting. The reaction is almost always very great ; the 
difficulty in swallowing next day, or even after a few hours, reaches 
such a height that the patients can only lake liquid nourishment, and 
even refuse that, so that they may not have to swallow. The violent 
pain is caused by, not only the extraordinary abundance of nerves in 
the lateral walls, but also the disturbance of the inflamed parts by the 
contraction of the constrictor of the pharynx. The reaction is sel- 
dom so violent as to compel patients to remain in bed for some days 
from headache, fever, or general discomforL 

If, however, such be the case, ice must be applied to the head, 
and also sucked, and gargles be used, as cold as possible. \\'hen the 
symptoms are not so severe, the iwin gradually disappears after from 
three to five days,' and only slight uneasiness or flying pains remain 
during swallowing. The eschar, which forms after cauterising, and 
resembles very much the exudation of croup, is shed generally in 
from eight to fourteen days, sometimes longer. \\'hether a second 
sitting is necessary can only be decided when the resulting imflamma- 
lion and swelling have completely gone down, when the destruction 
of the remaining diseased parts, or of the other lateral band, may 
proceeded with. When reaction is slight, destruction of the gram 
tions may be proceeded with earlier. 

However easy and convenient the galvano-caustic method may 
still, besides being very painful, it has another disadvantage, which 
that it takes up a great deal of time, and this is a point which, wiih 
patients from a distance, and who have neither time nor desire to 
await reaction or make repealed journeys, must be considered. I 
have, therefore, in cases where the lateral bands were very hard 
thick, often excised them with a knife. 

This operation succeeds, however, only in patients who have 
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amesthetised, or otherwise made insensible. The pain during tlie 
operation is much less than afterwards, and the bleeding scarcely 
worth mentioning. An injury to the carotid is possible when the 
cautery is at a while heat, but only through carelessness or total 
ignorance on the jwrt of the operator. The cicatrix is in both cases 
very slight, scarcely visible, and only causes discomfort when the 
posterior pillar of the fauces has also been cauterised, causing it to 
adhere to the pharyngeal wall. 

Should hyiJertrophy of the uvula not be checked by the above 
mentioned modes of cauterising, then its amputation comes to be con- 
sidered. It seems necessary to lay down very minutely the indication 
for cutting off the uvula, on account of its being practised now-a-days 
to cure ail possible diseases. It is, as Semon also points out, only 
indicated when the uvula really hangs down to the larynx, thereby 
giving rise to cough and spasmodic respiration 1 when other symptoms 
are caused in the pharynx, entirely due to its enlargement ; when it 
hinders operation on endo-laryngeal tumours, the opening of abscesses 
or local treatment ; and lastly, when it is the seat of malignant 
neoplasms. 

I perform the operation with Stoerk's guillotine ; the simplest way, 
however, is to use a knife or scissors. The whole of the uvub ought 
noi to be removed, a piece, at least one centimetre long, should be left. 
The wound heals in a few days without much pain, still it is necessary 
to pay some attention lo the choice and temperature of the diet, and 
also advisable to order antiseptic gargles. 

For removing hypertrophy of the tonsils, the most diverse remedies 
been proposed. Apart from the above mentioned pigments, 

lich are expected to do good only in recent cases, some have hoped 
'to produce diminution, by rubbing with crystals of alum with or 
without massage, by inserting zinc, copper, and nitrate of silver darts, 
or iodide of potash crystals, or by parenchymatous injection of 
iodine, acetic or chromic acid, and similar materials. Apart from the 
(rouble and pain they give, these methods are entirely useless. 

Diminution by means of the galvanic cautery appears more 
rational, only the slowness of the method and the necessity of re- 
peated applications, especially in children, makes it at the same 
appear doubtful. 
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The only really rational remedy is amputation, by means of cutdi 
instruments. That the tonsillolome is preferable to the knife, cannot, 
in my opinion, be doubted for a moment, but it is hard to say which 
tonsiUotome is best, since custom and practice carry so much weighL 

I use a tonsiUotome of an English pattern, having two laterd. 
hooks, which, when the knife is drawn back, strike inwards and seii 
the amputated piece ; the instrument is pushed over the tonsil just af, 
far as it is wished to remove, hence it is a good plan to have several 
instruments of different sizes. 

To remove the whole tonsil is not only unnecessary, but also 
absolutely objectionable, onaccountofthedanger offatal hasraorrhage 
from the carotid ; only the part projecting beyond the pillars of the 
fauces should be amputated. That by removal of the tonsils the; 
sexual function is interfered with is a fable, as is also the theory 
held by some, that the voices of actors, singers, and speakers, 
undergo a disadvantageous change. Many object to tonsillotomy 
on account of the bleeding. Fatal hfemorrhage through injuring the 
carotid is impossible if the tonsiUotome be used; with the knife, 
however, it may occur. If the carotid is once opened into, ligature 
is the only remedy. Smart bleeding, according to Leflerts, is best 
trolled by torsion of the vessels or by digital compression; it ariseSi 
generally from dilated veins or the artery in the anterior pillar of the; 
fauces. Moderate bleeding, which is most common, stops in a few 
minutes of its own accord, or afier gargling with iced water ; It may 
also be stopped by applying some chloride of iron solution. 

Another danger, which deters many from tonsillotomy, is diphtht 

That it has had its victims is indeed true, but such occurrences are 
very rare. Stiil tonsillotomy, when it is possible, should be done in 
a healthy private dwelling-house and not in a hospital, and should 
never be performed during an epidemic of diphtheria. 

Lastly, the proposal has been made to amputate the tonsils with" 
the gal vano-cau Stic snare. From my own experience, I must speak 
against this method of operation, on account of the trouble the 
proceeding involves, and the difficulty of obtaining an even cut sur- 
face, and further, because the danger of haemorrhage, which it is in- 
tended to prevent, is not at all excluded 

As regards the treatment of pharyngitis sicca, it must be limited 
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reful cleansing and moistening of the mucous membrane several 
. day with simple remedies, e.g., warm milk, mucilaginous 
tdecoctions, weak glycerine solutions, one per cent, soda or common 

It solutions. Astringents only do barm ; bat on the other hand, 
ftie malady may be temporarily diminished, or even cured, by paint- 
ing with strong solutions of iodine in glycerine. 

The treatment of phar)'ngitisfcetida and of Stoerk'sblennorrhcea must 
be conducted according totheptinciples laid down in diseasesof the nose. 
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f PHLEGMONOUS PHARYNGITIS. 

Synonym. — Pharyngitis phlegmonosa, &c. 

\\'hen inflammation extends from the mucous membrane into the 
submucous tissue, or the parenchyma of the organ, then phlegmonous 
or parenchymatous pharyngitis is spoken of; or again, because the 
phlegmon is accompanied by cedema, and often ends in the formation 
of pus, the lesion is named edematous, or suppurating, phar^-ngitis 

Phlegmonous pharyngitis may, just as in the case of catarrhal 
■ngitis, be caused primarily by chills and other mechanical or 
thermal influences, by operative procedures, and by cauterisation and 
galvano-causlic manipulations. There are many persons who are 
predisposed in a remarkable manner to pharyngeal phlegmon. 
Sometimes it occurs at the conclusion of erysipelas of the face, and 
passes away with vesicular formation on the cutis. As a secondary 
affection it most usually accompanies acute infectious diseases, and 
especially scarlet fever. Not uncommonly it is of toxic origin, 
or a result of swallowing mineral acids, caustic alkalies, broken off pieces 
of lunar caustic, &c,, and is combined with sloughing of the mucous 
membrane. That the predisposition to phlegmonous inflammation is 
increased by severe general disorders which interfere with nutrition, 
is not improbable, at least, tJie case of a patient of Ebcrth's, affected 
with bulbar paralysis, in some degree supports this idea. 

Phlegmon may attack any part of the phar>-nx, preferably, however, 
the soft palate, the tonsils, and the peritonsillar connective tissue. 

Tlie disease is developed either from gradual exacerbation of acute 
catarrh, or suddenly with the most severe general symptoms, such as 
chill, fever {as high as 104° R), quickened pulse, headache, exhaustion. 
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and great pain on swallowing. The sensation of dryness experienced 
al first, is soon replaced by the secretion of thick tough mucus, and 
later, by copious salivation; the mouth also participates in the in- 
flammation, the tongue becomes thickly furred, and there is inclination 
to vomit, loss of appetite, and fcetor of the breath. As the disease 
advances, the pain on swallowing increases to an unbearable 
degree, so much so Chat it is declared that, next to tuberculosis, 
phlegmon is the most painful of all pharyngeal affections. On 
account of fever, pain, and sleeplessness, and the nourishment that 
can be taken being reduced to a minimum, even robust patients 
come to be very much reduced. Food is either forced down with 
great difficulty, distortion of the countenance, and expressions of 
the most violent pain, or, when there is paralysis of the soft palate, is 
at once thrown up again through the nose and mouth. Speech is very 
much impeded, deficient in timbre, and nasal ; the mouth, in conse- 
quence of infiltration of the bucco-pharyngeal fascia, can hardly be 
opened, and hence inspection and medication are rendered most 
difficult Hoarseness only occurs when the larynx is also affected, 
and difficulty of breathing arises, either from narrowing of the bthmus 
of the fauces, or from cedematous laryngitis. 

At a still later stage, the exudation from the submucous tissue it 
either reabsorbed, or changes into pus as the disorder increases. If 
the pus is not removed artificially, it may become evacuated duri 
sleep, or when hawking or gargling. The quantity is often very 
siderable ; it is thick, mixed with blood and shreds of connective tissi 
and very fetid. After the pus is evacuated, the condition of the" 
disease is suddenly changed ; the violent pain is almost gone, or 
becomes bearable, the breathing becomes freer, swallowing is again 
possible, and refreshing sleep is procured. 

The objective symptoms of phlegmonous inflammation of the 
pharynx, consist in considerable redness and swelling, especially 
the adenoid tissue and the Eustachian prominences. It is genei 
so great as to completely close the lumen of the naso-pharynx, and 
make respiration through the nose impossible. The secretion 
purulent, sometimes bloody, hemorrhages into the mucous membi 
often appear, and the middle ear very frequently participates 
affection. 
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On the soft palate phlegmon is usually unilateral. On the affected 
side it appears of a deep red colour, is somewhat thickened, and 
projects into the cavily of the mouth, most prominently at the edge 
of the hard palate. Its contractility is at the same time interfered 
with, or it may become quite immoveable. The uvula appears as an 
oedematous bluish red sack ; the pillars of the fauces are thickened, 
sometimes more especially the anterior, so that with the adjacent 
parts it projects into the mouth, and at others the posterior, 
which then lies on the posterior wall of the pharj-nx — an (edematous 
swelling of the thickness of a finger. The phlegmon may stop here, 
or it may extend along the posterior wall, and alter it into a swollen 
surface, narrowing the lumen of the throat. Thence it may spread to 
the larynx, generally on the side corresponding to the affected ha!f 
of the palate, more seldom on both. The aryepigiottic ligaments, 
or the epiglottis, including the ventricular bands, are reddened and 
cedematous, the lumen of the larynx is more or less narrowed, and 
when the phlegmon is bilateral, is almost entirely obstructed. 

If the inflammation goes on to suppuration, there is formed at one 
spot, as the swelling and redness increase, a prominence which points 
out the seat of the abscess. In diffuse swelling there is generally no 
fixed point where pus is to be found. 

In phlegmon of the soft palate the tonsils may remain com- 
pletely intact, may become catarrhal, or may be involved in the phleg- 
monous process. Very often they are attacked primarily, either one, or 
both, one after the other. The affected tonsil becomes increased in 
siie, and pushes the anterior pillar of the fauces before it, at the same 
time forcing the posterior against the posterior wall of the pharynx ; 
it also pushes the uvula to the opposite side, and narrows the 
isthmus of the fauces. When both tonsils are affected, the uvula 
gets fixed between them, or is forced forwards and upwards; the 
isthmus is narrowed to a small slit, or completely closed; at the same 
time there is often suppuration of the follicles. Symptoms, both 
subjective and objective, are most intense, when both the tonsils 
and the soft palate are attacked together. If the affection progresses 
to a cure, the tonsil becomes gradually less ; but if an abscess form 
the swelling generally increases to some extent, without, however, it 
being possible to recognise the seat of the pus with the eye. 
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If the connective tissue between the tonsils and the soft palate Is" 
affected, the disease is known as ptritonsillitis. Although it is ob- 
served along with phlegmon of the soft palate and tonsils, it may 
also occur alone, and may be confounded with the diseases just 
mentioned. In pure cases the tonsil is only slightly reddened and 
indistinctly enlarged, while the pillars of the fauces and surrounding 
parts show the above-mentioned changes. The infiltration of the 
anterior pillar is generally most intense, as is also the pharyngo- 
maxilJary interstitial tissue, By the inflammator>' cedema of the 
faucial pillar, which often becomes a centimetre thick, and also by 
the pressure of the accumulating pus, the tonsil may be arched for- 
wards or inwards, or, by the swelling of the anterior pillar, may be 
comjjletely covered. Peritonsillitis goes on, as a rule, to suppuration, 
although complete resolution is not impossible. It is sometimes 
very difficult to determine if pus is present, and where it is. If 
behind the anterior pillar, fluctuation may generally be felt ; sometimes 
it is possible to force the pus backwards, by pressure on the anterior; 
pillar, whereupon it exudes in drops on to the convexity of the tonsil 1 
immediately in front of the posterior pillar. 

The course of phlegmonous angina is generally acute ; it lasts from 
five to fourteen days. If the affection attacks first the one side and ! 
then the other, or if, as is not at all uncommon, a relapse occurs, then 
several weeks may elapse before it is cured. 

The diagnosis depends upon the objective condition, and is some^j 
times, though only at first, rather diflScult. On the other hand, it 
is generally very difficult to find out where the pus is collecting, 
especially when the affected parts exhibit uniformly diffuse swelling. 
The collection of pus can be soonest discovered by palpation, when 
done in the way recommended by Stoerk. One hand is laid ex- 
ternally under the angle of the lower jaw, the skin and cellular tissue 
are pressed inwards, in order to act as a support, the point of the 
index finger being passed from above downwards on to the swollen 
part, while the index finger of the other hand is laid on the soft palate 
or tonsil. In this way, when the fingers pressing against one another 
come upon a soft spot, it is usually the seat of the collection of pus. 
By using a probe with a broad head, one often succeeds just as welL 

The prognosis is nearly always favourable. Still it often happens. 
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when resorption is incomplete, tliat hypertrophy of the affected organs, 
especially of the tonsils, remains. In rare cases the affection proceeds 
to the outside and gives rise to abcesses behind the sterno- mastoid 
muscle. An unfavourable event, happily of rare occurrence, is chok- 
ing from obstruction of the isthmus faucium, or from the aspiration 
of pus. When the lar>-nx participates, asphyxia may occur in a few 
hours, or even minutes, as happened in a case mentioned by Rtihle, 
though, in my experience, cedema of tlie larynx is a very rare compli- 
cation of the disease, and I have not seen a single case in the course of 
ten years, Fatal cases may also occur from erosion of the carotid, 
in consequence of pyaemia, gangrene, ot of pus descending into the 
thorax. Why the danger of erosion of the carotid is mentioned as a 
possible result of peritonsillar abscesses is explained by the anatomy 
of the parts. 

Treatmenl. — As pharyngeal phlegmon is a very painful affection, an 
attempt with the previously mentioned abortive remedies is indicated. 
Ice proves itself to be comparatively the most effectual remedy for 
f,»Terting and mitigating the pain, provided the patients do not come 
too late under treatment The uninterrupted wearing of an ice collar, 
or the application of ice-cold compresses changed every two or three 
minutes, as well as the sucking of pieces of ice, gargling with iced water 
or with solutions of alum or tannin (grs. 15 ad ^i), tend most to miti- 
gate the pain. If treatment does not succeed in preventing suppura- 
tion, the appearance of fluctuation must not be waited for, but the 
part must be boldly incised with a knife, even at the risk of not 
evacuating pus. I can only agree with Stoerk and Frankel, 
when they say, that there is nothing which relieves patients so much 
as incision, which should be performed at the most prominent spot. 
If no pus escapes, a second incision must be made at another spot, 
and a third if necessary ; it acts at once by relieving tension of the 
part, while the blood-letting mitigates, sometimes even cuts short the 
disease. I have never known harm come from early incision, but have 
often seen it shorten by several days the dreadful torments of the 
patients ; certainly, it has often happened to me, that unreasonable 
patients, when no pus appears with the first incision, would not hear 
of further attempts being made. To accelerate suppuration, poultices 
are recommended, also warm gargles and inhalations ; when fluctua- 
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lion appears, an incision should be made at once, and as much of the \ 
pus as possible allowed to escape by introducing a director, and I 
repealing the process for several days. If the patient refuse to have J 
the abscess opened, he will have to wait for at least eight lo fourteen J 
days, until it breaks of its own accord. If respiration is insufficient I 
from closure of the isthmus faucium, tonsillotomy is indicated ; if I 
the larynx is also affected, tracheotomy, provided no alleviation ia J 
given by scarification of the cedemaious parts. 



RETROPHARYNGEAL ABSCESS. 

Synonym. — Post-pharyngeal abscess. 

Of the inflammatory affections occurring in the connective tissue 
in front of the vertebral column, retro-pharyngeal abscess is the most 
common. 

The affection may occur idiopathically, or be symptomatic 

Idiopathic retro-pharyngeal abscess is a disease of childhood. Chil- 
dren six months old, or even younger, are particularly often affected. 
According to the investigations of Uokai, Kormann, Schmitz, and 
Pauly, it occurs in consequence of lymphadenitis. According to 
Henle, there are two lymphatic glands at the level of the second and 
third cervical vertebne at each side of the middle line, the volume 
of which is greatest in childhood ; while, after the fifth year only 
one, or, it may be, neither can be found. These glands must be 
looked upon as the starting-point of the suppuration. 

In the majority of cases, acute catarrhal and phlegmonous in- 
flammations of the oral and pharyngeal cavities, and also of the nose, 
are considered as the cause of idiopathic abscesses, or lymphade- 
nitis. Abscesses have been repeatedly observed in the course of 
otitis media and of acute infectious diseases, particularly scarlet 
fever and diphtheria. Badly nourished scrofulous children, or those 
affected with ec/ema of the hairy scalp and face, are more liable to be 
attacked. 

Symptomatic retro-pharyngeal abscess, and gravitation abscess 
occur in consequence of diseases of the spinal column, chiefly froav. 
periostitis, ostitis, and caries, in scrofulous, rachitic, tul 
syphilitic, or traumatic dyscrasiE. 
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The symploms caused by retro-pharyngea! abscess may suddenly 
develop in a few days, or may take weeks and months to appear. A 
rapid development is observed if the abscess arise from a phlegmon of 
the connective tissue ; in lymphadenitis and gravitation abscess it is 
slower. 

The first symptom is always a difficulty in swallowing. AVTien the 
development is acute, violent pain is experienced in swallowing, along 
with febrile symptoms and rapid pulse. The pain is due partly to 
inflammation, [jartly to arching forward and narrowing of the pharynx. 
In chronic cases there may be no, or only slight pain, while the diffi- 
culty in swallowing may daily become more apparent from inability to 
take solid nourishment and by regurgitation of the food taken. 
Children at the breast cease sucking after several attempts, cry, 
cough, and vomit up the milk just received. As the abscess enlarges, 
increasing difficulties of breathing occur even to cyanosis, and by 
comijression of the larynx or its nerves, hoarseness and whistling 
respiration. The cough, which is also present, is caused partly by 
the copiously produced mucus flowing down, partly by the larynx 
participating in the disease, and especially when it is affected with 
inflammatory cedema. Respiration is often stertorous even when the 
larynx is unaffected, and is accompanied by a snoring, rustling 
sound, which is at once increased if the patient bend his head for- 
wards. If the abscess develops near the atlas, the same symptoms 
are presented as in hypertrophy of the pharyngeal tonsil. As a 
matter of course, nutrition suffers, especially in children, on account 
of the difficulty of swallowing ; and emaciation, weakness, and anfeniia 
occur when the development of the affection is slow. As a rare 
complication, paralysis of the facial nerve may be mentioned, being 
caused, according to Bokai, by inflammatory swelling of the tissues 
lying round the jioint of exit of the nerve, or more rarely by inflam- 
mation of the nen'e itself. 
I In secondary retro-pharyngeal abscess, symptoms of spondylitis 
I accompany the above mentioned disturbances ; these are, inability 
to move the head to the sides, stiffness of the neck, dislocation and 
deformity of the cervical vertebrae. According to Neureulier, the 
snoring which occurs during sleep is exactly similar to that so charac- 
teristic in abscesses caused by diseases of the vertebral column. 
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The objective examination, which is rendered very difficult by the 
youth of the patients, reveals on ihe posterior wall of the pharynx 
greater or less proKiinences, varying from the size of a pea 10 that of 
a walnut, covered with inflamed or normal mucous membrane^. 
according to the stage of the disease. The larger the abscesses the' 
more distinct is the arching forward of the soft palate and tonsils, and 
the narrower appears the lumen of the inferior section of the pharynx. 
By palpation, which in deep^eated abscess, and with young children, 
is the only sure help to diagnosis, the tumour is felt to be elastic and 
fluctuating. If palpation is impossible, on account of the too great 
narrowing of the isthmus fauciuiii, or on account of the difficulty of 
o]>ening the mouth, still, according to Kohts, inspection and pal- 
pation of the lateral parts of the neck may aid in determining 
the diagnosis. The neck shows, even at the beginning of the; 
disease, considerable stiffness, which increases later on, while 
the neighbourhood of the lower jaw a distinct swelling arises,. 
which can both be seen and felt. Deep down, moderate swelling 
of the lymphatics is felt, which is rather resistent and painful; 
fluctuation, too, may be discovered. By pressing strongly oa 
these glands symptoms of sutTocation and asphyxia are elicited, 
especially if a large abscess be present. There is no doubt that, 
with older children and adults, examination with the laryngoscope 
is the best way to ascertain the situation, size, and consistence of 
the abscess. 

The diagnosis of retro-pharyngeal abscess is not, as a rule, difficulty 
if attention be paid to the subjective symptoms, and the results of 
objective examination. The diagnosis, however, offers special diffi- 
culties, if the symptoms are concealed by other afltctions of the 
mouth and throat, jjarticularly scarlet fever and diphtheria, or if the 
larynx is affected at the same time. The greatest importance must 
always be attached to digital examination, which must eventually 
be made, the patient being anaesthetised, and to the presence of fluc- 
tuation, which is obseri'ed in no other phar>'ngeal affection except 
pharyngeal hsematoma, which will be spoken of further on. Secondary 
gravitation abscesses offer, as a rule, no diagnostic difficulties 
regards the simultaneously existing symptoms of spondylitis. It 
quite possible to confound these abscesses with soft tumoi 
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especially with retro-pharyngeal lipoma, once observed by Taylor, but 
puncturing will make the diagnosis certain. 

The prognosis of idiopalliic tetro- pharyngeal abscess is pretty 
favourable, when development of the symptoms is slow and operation 
energetic. The more tender the age, and the more difficult the 
access to the tumour, the more unfavourable are the prospects, and 
the more violently and more acutely do fatal symptoms develop. 
The fact that in secondary abscesses there is an absolutely bad prog- 
nosis, is due to the nature of the diseases which cause them. Deeply 
seated secondary abscesse.s, as well as evacuation into the larynx and 
trachea, may lead to a fatal issue from asphyxia, or from traumatic 
pneumonia. 

Treatment. — Treatment must be directed to preventing the develop- 
ment of the abscess ; unfortunately the attempt to stop the progress of 
lymphadenitis by ice succeeds but rarely, owing to the youth of the 
patients. Schmitz and Gautier propose painting the soft palate and 
posterior wall of the pharynx with tincture of iodine, or iodide of potash 
solutions, to absorb and more rapidly mature the abscesses. As soon 
as pus has formed, the abscess must be opened. The opening may 
be made either with a knife, which is covered up to the point with 
plaster, with a concealed knife, which is pushed forward from its sheath 
at the moment the operation is performed, or by means of a trocar. 
In any case the instrument must be inserted not more than three or 
four millimetres from the middle line, in order to avoid the internal 
carotid. In order that the abscess may not turn aside when the inci- 
sion is being made, it is proposed that an assistant be directed to make 
pressure from the outside in the neighbourhood of the angle of tlie 
lower jaw, and so steady it ; while, to prevent the pus being inspired, 
the patient's head should be bent forwards immediately after the inci- 
sion is made. It is better, however, that the operation be done with 
the head already bent fonvard. Others, and amongst them Schmilz, 
advise pressure of the finger on the epiglottis, to jirevent the pus enter- 
ing the lungs. If, in spite of every caution, pus is drawn in, then, accord- 
ing to Bokai, an induced current must be employed, by means of which 
threatened asphyxia has been repeatedly and successfully averted. 

Whether merely a puncture or a free incision is indicated, depends 
on the size and maturity of the abscess, and should it refill, a second 
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oiwniiion is necessary. Gravitation abscesses should be opened onl 
when symptoms appear which threaten the life of the patient. 

The after treatment consists in syringing the throat with i 
water, or with a 4 per cent, solution of boracic acid, while for olde^ 
children the use of gargles or inhalations is indicated. 



EXUDATIVE PHARYNGITIS. 

Synonym. — Pharyngitis Exudativa. 

On the mucous membrane of the pharynx, just as on that of the moutt^ J 
there occur small vesicles, vesicular eruptions, and other exudations, f 

Miliary eruptions occur chiefly on the soft palate, tonsils, andf 
posterior wall, and are seen as small projections of the size of milleEl 
seeds. They are filled with a shining transparent material, and gtvefl 
rise to few or no symptoms of sore throat, become dry, and dis-l 
appear, leaving behind no loss of substance or ulcer. 

Of more frequent occurrence is herpes {angina herpetka^ angimi 
conenneust). It appears most usually along with herpes labialis, b 
is, however, also met with as an independent disease. 

There is still great diversity of opinion as to its etiology. WhiU 
some attribute its occurrence to chills, damp air, or cold wet weather,] 
others connect It with over exertion, mental affections, or uterine^ 
disorders. In support of the influence of the weather, Semon'tJ 
observations may be mentioned, that pharj-ngeal herpes occurs tiu 
England, mainly in spring and autumn. Herzog believes that it i 
excited by irritable conditions in the region of the nerve branch^ 
supplying the pharynx, and of the posterior nasal nerve, as well i 
of the Vidian nerve, and supports his opinion that the disease isj 
neuropathic, on the fact that it is unilateral, that it begins witb 
violent unilateral headache, and also on the circumstance, that a 
its disappearance, paralyses of the soft palate remain. 

The disease begins, as a rule, suddenly, and is generally accoro-1 
panied by feverish symptoms and headache, the latter being oftei 
unilateral, and having the character of megrim. Soon there occi 
burning pains in the neck, which are considerably increased 
deglutition, increased secretion of saliva, and hawking. 

On examination small vesicles are seen, occurring principally oBP 
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the isthmus and pillars of ihe fauces, the tonsils, and uvula, varying 
in size from ihat of a pin's head to that of a lentil seed. Yellowish 
in colour, arranged in groups, and surrounded by a red inflammatory 
halo, they vary very much in number, sometimes only a few, some- 
times very many being present. The eruption is usually unilateral, 
but may occur on both sides ; it does not come out all at once, but 
generally for two or three days further outbreaks take place. The 
tonsils are enlarged and inflamed, after a short time the vesicles 
burst, leaving at first red spots which soon become covered with a 
white opalescent mass, and form circular ulcers, which, when several 
vesicles coalesce, may easily be thought to be diphtheritic. The 
pain at this stage is extremely great. In from eight to ten days, 
healing takes place, after other herjjetic eruptions have appeared 
on the nose and lips, or on the prepuce, or at the entrance to the 
larynx. According to Herzog, the herpetic ulcers may penetrate to a 
considerable depth, and cause perforation of the soft palate, while 
Hallopean states that gangrene may set in and cause death. Although, 
as yet, I have never met with such results, I have but little reason to 
doubt them, as I myself once lost a patient — an oldish lady — from 
pyemia, in consequence of a unilateral herpes of the face. 

The course of the disease is generally acute, still it may run a 
chronic course, and follow a certain type. 

The diagnosis presents no difliculties, if one discovers vesicles in 
ihe throat or moutli, near the already formed ulcers; but if this be 
not the case, then a certain diagnosis is impossible, and confusion 
with syphilis or diphtheria, is at least excusable. 

Treatment. — The treatment must be local as well as general. In 
cases where the disease can be traced to excessive chills and rheu- 
matic influences, salicylate of soda is recommended, but more spe- 
cially tincture of aconite. When neuropathic in character, good results 
have been got from arsenic. The local treatment is limited to gar- 
gles of easily dissolved mucilaginous remedies, such as biborate of 
soda grs. 5 to decoction of althea 31 ; since other remedies, as a rule, 
rather increase than allay the pain. 

Larger vesicles occur also in the throat in erj'sipclas pharj'ngis, 
which was mentioned with phlegmon on account of the predominating 
^excessive diffuse inflammation of the mucous membrane ; they occur, 
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however, chiefly in pemphigus. The affection appears partly as the 
forerunner of pemphigus cutaneus, and partly as an indeijcndent form. 

The etiology is still very obscure ; there is no doubt that it may 
occur in a syphilitic dyscrasia, and also sometimes in consequence 
uterine disorders. 

Like herpes, it generally begins with fever, rigor, nausea, 
vomiting. On the mucous membrane of the soft palate and u- 
there appear vesicles, varying in size from that of a pea to that of 
nut, containing a milky white material, whose epiiheUal covering 
after a short time, becomes dim, then macerates and is shed ofl*, 
leaving behind sharply defined red erosions, covered with a white 
croupous or aphlhous-like membrane, which either heal rapidly or 
become converted into ulcers. It is easily understood that pem- 
phigus of the throat may cause not only jKiin on sivallowing and in- 
distinct speech, but also by encroaching on the space of the phaiynx. 
render deglutition diflficult, and under certain circumstances gh 
rise to dyspncea. 

Pus filled vesicles — pusfules — arise, either in consequence of a 
change taking place in the contents of the eruptions before men- 
tioned, or from variola. 

Pharyngeal variola proper, which must be distinguished from the 
inflammation of the mucous membrane accompanying small pox, 
almost al«fays a co-symptom of variola of the skin, the general infectioa 
being, in rare cases, localised only or chiefly in the pharynx, as 
observed by the author in his own case. After rigor, pains in the 
loins and fever (as high as 106" R), there develop on the reddened 
marbled mucous membrane of the soft palate and posterior wall, and 
often also of the mouth, round nodes about the size of a lentil seed, 
which generally on the second or third day exhibit a vesicle in the 
centre, and become changed into pustules. Round the pustules is 
bright red halo, the salivary and lymph glands swell up, there is ei 
cessive salivation and violent pain on swallowing, which is still mors: 
increased when the pustules burst. When the eruption is profuse oa 
the posterior wall, danger of choking may arise from osdema of the 
larynx. 

In the naso-pharynx, according to Wendt, the affection goes on to. 
hyperEcmia, and haemorrhage and diffuse swelling of the mucous 



'J 

ivida^l 
of^l 




EXUDATIVE PHARYNGITIS. 



M3 



bmne occur, with the subsequent production of a layer of false mem- 
brane and ulceration. These ulcerations, like the ulcers from real 
pustules, may penetrate deeply and cause perforation of the soft palate. 

The diagnosis is easy, when variola of the skin is also present, but 
without it, only possible by taking into consideration the febrile 
commencement, the prevalence of a small-pox epidemic, and the 
results of objective examination. 

Treatment. — The general treatment consists in overcoming the 
fever, and allaying the extreme pain in the head and neck ; the 
local treatment in diligent cleansing of the pharynx with uniiritating 
antiseptic gargles. 

Aphtha is to be considered as an inflammatory process, with de- 
posit of, as is affirmed, a croupo-fibrinous exudation in the upper 
layers of the mucous membrane. 

As regards the etiology, what has been previously said must be re- 
ferred to. The favourite situation of aphtha is the soft palate and the 
tonsils, and less frequently the posterior wall, from which it some- 
. times extends to the larynx. Sometimes aphtha runs an acute course, 
Bometimes chronic, with relapses at long intervals. The symptoms 
consist in burning, darting pains on swallowing and speaking, and the 
necessity for hawking. 

The diagnosis is not difficult in the acute form. In the chronic 
it is often possible only after continued observation. Aphtha are 
almost always confounded with syphilitic patches, and hence patients 
are subjected to wholly useless antisyphilitic treatment. I was once 
successful in immediately and permanently removing the disease in a 
patient, in whom the aphthous process was localised to both tonsils, 
and who was very much reduced by repeated inunction cures, by 
amputating the tonsils. As for the rest, the treatment is the same as 
in aphtha of the mouth. 

Another exudative affection \^ pharyngitis Jihrtnosa. 

By this is understood neither the earlier " pharyngeal croup " nor the 
L diphtheria of to-day, but an affection which is not infectious, and 
which depends upon an increase of the inflammation. One finds 
delicate hoar frost-like dejiosits, or circumscribed croupous exudations, 
often in consequence of catarrhal or phlegmonous angina; I re- 
peatedly saw and examined them along with follicular ulceration of 
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the tonsils. The occurrence of a non- infectious croui)ous angina ii 
most decidedly affirmed by competent authorities, particularly Bam- 
berger and Friinkel. Its seat is the tonsils and posterior wall, but 
the process may also spread beyond this. An anilicial croupouiJ 
exudation is always produced by gal vano -caustic operations. I 

The membranes which form can easily be stripped off, or they are 1 
shed of their own accord after a short time, and sometimes become re- 
newed. The subjective symi>toms are the same as in all acute anginas. 

The differential diagnosis can scarcely be made on account of the , 
extraordinary extension of diphtheria. According to my own obscr-l 
vation, it is only possible when follicular ulcerations are also present J 
since along with them real diphtheria never occurs. Krankel saysl 
also that the local condition is of no value in making the diagnosis, J 
which can generally only be made at a later period. 

The treatment is the same as in acute pharyngitis. 



DIPHTHERITIC PHARYNGITIS. 

Synonym. — Pharyngitis Diphtheritica, &c 

By the names Pharyngitis or Angina diphtheritica, pharyngeal, 

diphtheria, diphtheria, and eynanehe contagiosa, is meant an inrectious! 

disease, which is characterised by the appearance of pseu do-mem- j 
branes on the mucous membrane of the pharynx. 

Diphtheria is generallya primary independent disease. Secondarily 
it accompanies scarlet fever, typhoid, and other severe infectious 
diseases, or is associated with wounds of the throat It is originally 
a local infectious disease, which spreads from the parts first attacked 
over the whole body, thus becoming a general disease. It belongs 
to the class of miasmatic-contagious diseases, and spreads by the in- 
tercourse of healthy persons with persons and objects infected with 
diphtheria, by means of the secretions and breath of the patients, and 
by their clothes. The diphtheric poison can retain its power of in- 
fection for months outside the human body, as is proved by the out- 
break of the disease after frequenting an infected room, and that men 
may become infected by diphtheritic animals, especially by hens, has 
been observed by Gerhardt, Incubation takes, as a rule, from two to 
seven days, but it is affirmed it may last fourteen days. When the 
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transference is very direct, as, for example, with physicians, the 
disease generally begins on the third day, provided that predisposition 
to it exists. 

Diphtheria most usually occurs as an epidemic ; it is sometimes 
localised at first to one storey, or to one house, and extends from 
thence throughout a street, a town, or even a whole province. Indi- 
vidual epidemics show great differences in regard to the severity and 
malignity of the disease. In the large towns on the continent it 
prevails year after year, It is most frequent during the colder part of 
the year, and commonly attacks children. While infants and children 
under one year are seldom attacked, the greatest mortality occurs 
between the ages of one and five : next follows the period of school 
life from five to ten, later years show a smaller number of deaths, 
while other sections are on the whole pretty equally represented. 
Constitution has no influence, but ibere is no doubt that children 
who are affected with acute inflammations of the pharynx and the 
nose, or with bronchitis, present a more favourable soil for the in- 
fectious material. According to Monti, sudden chills, excessive 
dampness of the atmosphere, rapid changes of temperature, defective 
hygienic conditions, damp, musty, or newly built dwellings, dirt, badly 
cleaned sewers and canals, are favourable to the development of 
diphtheria, while unfavourable to it are pure dry air rich in oxygen, 
and good sanitary conditions. A second attack in the same patient 
occurs very rarely, and I must, on the ground of personal experi- 
ence, confute as absolutely incorrect the opposite assertion, that one 
attack predisposes the patient to another. 

Latterly the number of those who consider that diphtheria originates 
sporadically, i.e., without previous infection, has greatly increased. 
According to Heubner, it is not at ali impossible that spasm of the 
superficial capillaries of the pharynx, excited reflexly by cold, may 
be followed by complete cessation of the circulation and croupous 
exudation. 

There is no question that has occupied the medical world more 
in late years than that as to the etiology of diphtheria. 

Without entering on the numberless more or less ingenious hypo- 
theses, as, for example, the generation of diphtheria from potatoes or 
L from decayed vegetables, bread or milk, let us turn to the main 
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question, whether or noi diphtheria is really excited by a specific micro- 
organism — (he microwecus diphtheria. Heubner declares himself to 
be directly opijosed to this theory, and Loffler, who again lately tried to 
solve the problem, has been unable to come to any certain conclusion 
Quite recently Emmerich has found the true diphtheria bacteria, 
has produced cultivations, and inoculated them with positive results. 
In the blood they may not be found at all, on account of their ex- 
ceedingly small number, buttheyoccur in great numbers in the kidneys. 
The diphtheria fungus may have its seat of germination outside the 
human body, in the floors, and esjiecially in the ceilings of dwelling- 
houses, The greatest mortality occurs, therefore, during those months 
when people are compelled to occupy heated rooms ; at seasons when 
rooms are not heated, the contagion loses its malignity and dangei 

Whether Emmerich's investigations have more demonstrative pow( 
than those of his predecessors, must be learned in the future ; 
then, it must remain a doubtful point, whether the micro-organisi 
are not rather the products than the causes of diphtheria. 

However little we as yet know about the poison of this disease, we 
have certainly been very much helped by Heubner's classical experi- 
ments as to the nature of diphtheria. There can be no doubt, accord- 
ing to him, that the diphtheritic affection of the mucous membrane, 
is an intimate combination of inflammation and necrosis. The 
necrosis is the result of local disturbances in the circulation, going on 
to complete stasis, with co-existent disease of the vessels them- 
selves. Hence, it leads not only to exudation of white blood cor- 
puscles into the mucous membrane, but also to the existence of a 
croupous pseudo -membrane on the mucous membrane itself. The 
process, when localised to the superficial layers, is then known 
^^^ as genuine primary superficial diphtheria ; when the tissue of the 

^^1 mucous membrane or the i)arenchyma of the affected organ decaj-s 

^^1 and becomes infiltrated with a fibrinous exudation, then the afTection 

^^1 is called real tissue diphtheria. What really gives rise to relapses ia 

^^1 the persisting diseased condition of the walls of the vessels. As soon 

^^1 as they recover from disease and become nonnal, the development of 

^^1 the croupous membrane also stops. In /(>Jw-(/y*/i//;f/'w proper, the 

^^1 vessels are altogether closed by the necrosed tissue, and here the 

^^H death of the tissue, which in croup does not affect the underlying 
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diseased vessels, causes also the final death of the closed up vessels. 
Wherever tissue-diphtheria extends, everything must perish ; if the 
shedding is completed, loss of substance remains, which becomes an 
ulcer, while limited suppuration takes place in the surrounding parts. 

From anatomical and clinical reasons, it is best to divide diphtheria 
into two forms — croupous and septic ; the presence of a pseudo-mem- 
brane being characteristic of both. 

Although it cannot be denied, that sometimes infection with 
diphtheritic contagion does not cause pseudo-membranous, but rather 
catarrhal or phlegmonous inflammation of the mucous membranes, 
siill it is not altogether advisable that such diseases be also designated 
dipfiihfria,a,% thereby great scope would be given to personal arbitration. 

Diphtheria of the pharynx in children sometimes begins suddenly, 
with rigor, general discomfort, heat, thirst, vomiting, headache, and 
pain in the neck, back, and lumbar region ; in older children and 
adults it begins more gradually, with slight fever, just as in catarrhal 
angina. The outbreak of diphtheria is not infrequently accompanied 
by peculiar appearances on the skin ; most often there is an erythem- 
atous redness on the arms, neck, and throat, or on the breast and 
groin, so that one may be in doubt whether it is not a case of scarlet 
I fever. Urticaria-like efRorescences on the extensor surfaces of the 
I extremities may also be observed. The appearance of petechia and 
blood extravasations on the trunk or on the cxtremhies must be con- 
sidered as a more certain sign of the severity of the case, and of its 
generally septic course. In a short time, generally in a few hours, 
after the commencement of the general symptoms, the local mani- 
festations become prominent These consist in burning and dr)'ness 
in the throat, with pain on swallowing, or in the feeling of a foreign 
body in the pharynx. 

Objective examination, if the cose is seen very early, may reveal 
ihe appearances of acute catarrh only, but in most cases distinct 
signs of exudation are already present. These may be limited to 
individual parts of the pharynx, but may also be diffuse from the 
beginning. In mild cases the exudation is localised to one or 
both tonsils, to the uvula, the pillars of the fauces, or the 
posterior walL The tonsils appear red and swollen, and adhering 
to them are one or several disseminated, milky white patches, or a 
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hoar frost like coating. If the uvula is atucked, it appears cedc- 
matous, and altogether or only jwirtially enveloped by a while 
mass, which sends out branches to the pillars of the fauces and central 
part of the soft palate. On the oral division of the reddened pos- 
terior wall, punctiform, or more diffuse exudations, are very dis- 
tinctly seen. In severe cases both tonsils, or the whole of the soft 
[wlate and the posterior wall, are attacked at the very beginning. 
The pseudo-membranes have their seat, as a rule, on the epithelial 
layers, but adhere pretty firmly to the underlying parts, and very 
often penetrate into the deeper layers of the mucous membrane, andV 
the parenchyma of the organ affected. 

Saliva and mucus are copiously secreted, and the posterior wall 
particularly appears invested with a thick green purulent secretion. 
The taking of food, on account of considerable swelling of the 
affected parts, and paralysis of the soft palate, is not only painful, bat 
also rendered most difRcuU, especially if the moutli am 
membrane of the hard palate and of the cheeks or lips are alsoi 
affected with diphtheria. 

A symptom which is always present, is swelling of the lympha^^ 
glands. It occurs in even the mildest cases, while in seve 
attains a most extraordinary intensity. The glands below the angle 
of the lower jaw, the submaxillary gland, and the superficial and 
deep glands of the neck, swell up, are very painful, and form large 
hard prominences or bead-like masses, which sometimes occupy the 
whole space between the lower jaw and the clavicle. They either 
remain hard during the whole course of the disease, and become 
resolved as the patients recover, or become soft, and evacuate 
sanious pus mixed with shreds of dead cellular tissue. 

The fever is sometimes insignificant, but may, as the exudation pro- 
gresses, rise from 103' F. to 106° F., or is very considerable from the 
beginning. In general, the fever at the beginning of the disease 
is in distinct proportion to the quantity of the diphtheritic products, 
and rises or falls as the exudation increases or diminishes. If the 
exudation comes to a stand still, although only temporarily, the fever 
often falls of its own accord to below normal. Regular typical 
curves which occur in other febrile diseases, such as pneumonia and 
typhoid, are not observed in diphtheria. Sudden fall of temperature 
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is caused by commencing paralysis of the heart, or by ]X)isoning from 
carbonic acid, in consequence of diphtheria of the air passages. 

In like manner is the pulse affected. At first it is usually hard, 
as in any febrile disease. In older children it increases to 100 or lao, 
in younger children to 130 or more; in adults, 90 to no. As the 
fever diminishes and the membranes are shed off, it becomes soft and 
less frequent In the septic form, the pulse at first is very rapid 
and small, even when the tempcraittre is considerably increased. If 
the heart fails, or if collapse or carbonic acid poisoning come on, the 
pulse becomes extremely frequent, 130 to 180, is intermittent, and 
scarcely to be felt. 

Speech and respiration are subject to many changes. 

Speech is impeded, anginous and nasal ; when the nose is also 

affected, it is excessively nasal and indistinct. Respiration is snoring 

and rustling, according to the degree of swelling of the pharynx. 

Dyspncea occurs generally when there is complete closure of the 

isthmus, and when thelarynx or the trachea and bronchi are also affected. 

The digestive organs are more or less affected. The vomiting, 

which occurs early in the disease, is a febrile symptom, and is of 

central origin ; later on, it is often of a reflex nature, excited by the 

irritation of incompletely shed membranes flapping about, or occurs 

as the first symptom of commencing uremia or septicEcmia. The 

appetite is usually completely lost, so much so, that patients must be 

forced to eat, thirst is increased, and the bowels constipated, though 

in some epidemics dianhcea occurs, and is then generally a sign of 

collapse or commencing blood poisoning. 

I The urine is considerably diminished, is thick and concentrated, 

, rich in uric acid, or in phosphates, and sometimes from the earliest 

stage contains albumen. 

As the disease continues, almost every case is different from the last. 

In the mildest cases, the affection begins to resolve after from 

three to six days, the membranes are shed, and the patients recover. 

In moderately severe cases the exudation spreads from the place 

where it originated to the surrounding jarts, or the membranes become 

1 reproduced, with renewed rise of temperature and increased lymphatic 

[ swelling ; there is a fetid smell from the mouth, and the general con. 

L dition gives rise to anxious fears. In spite of this, recovery may take 
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place, if no further exudation or complication steps in after 
of the^thick layers. In very severe cases the membranes 
duced for the third, fourth, or even fifth time ; the disease is pi 
for weeks, and may, in consequence of long-continued rise of tem- 
perature and loss of appetite, endanger life from debility or from 
the larynx becoming affected ; nevertheless, in such cases recovery may- 
still take place, even although secondary diseases of all sorts occur. 1 

Even in the mildest forms an extension generally takes place' 
towards the superficial and deep parts ; in severe cases this is also 
the case. This enlargement is the consequence of several small 
neighbouring exudations becoming apposed, or of the participation 
of new |)arts of the mucous membrane. The membranes attain a 
very considerable thickness in the later stages, by absorption of 
water, and often form layers as thick as the finger, or sloughs, like 
oyster shells, projecting considerably above the level of the mucous 
membrane, which are partly separated from the layers underneath, 
and partly remaining in connection with them. At the same time 
their colour changes; the membranes, which at first were white or 
yellowish white, become, from an admixture of blood, brown or 
brownish black, discoloured, and bad smelling. On the inflamed 
parts of the pharynx, which are free from exudation, greater or less 
extravasations of blood are seen. 

The croupous exudation, which, as was previously affirmed, spreads 
only in the pharynx, may, however, also extend to other organs. 

Diphtheritic disease of the nose, is one of the most frequent 
complications. It sjiireada to the nasal fossse, either from the posterior 
wall of the pharynx, or from the posterior surface of the soft palate, 
and attacks first the posterior parts of the nose ; later on the anterior 
parts also become affected. Diphtheria of the nose very seldom 
occurs primarily. 

The fact that the nose is attacked, is indicated by increase of 
fever, and symptoms of acute catarrh; often the first symptom is 
epistaxis, in consequence of the hyperasmia, which occurs before the 
croupous exudation. If the exudation has occurred, respiration 
through the nose is rendered very difficult, or altogether impossible ; 
from the nostrils issues a watery mucus, sometimes glutinous 
secretion, in which, after two to four or more days, distinct pseudo- 
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membranous shreds are seen, and which causes excoriation of the 
nostrils and lips. When the tubes are affected, tinnitus, earache, and 
deafness appear, and in very severe cases, purulent middle ear in- 
flammation, with perforation of the drumhead. If the diphtheritic 
inflammation invades the nasal duct, diphtlieria of the conjunctiva 
and cornea may also set in. As decomposition of the membranes 
goes on, the secretion becomes fetid, ichorous, and bloody, the sicin 
of the nose swells up, becomes red, and hemorrhages become more 
frequent and more severe. 

Examination reveals considerable narrowing of all the nasal 
passages, by pseudo membranous collections, on the turbinated bones 
and septum ; the membranes are sometimes diffuse, sometimes cir- 
cumscribed, and are shed in adherent shteds, or as masses of detritus ; 
iheir reproduction occurs in the same way as in the pharynx. Nasal 
diphtheria may be recovered from, or may give rise to septic infection, 
and it may also occasion erysipelas of the face and meningitis, with 
fatal results. 

Far worse than that of the nose, is diphtheria of the larynx, trachea, 
and bronchi. The worst cases of pharj-ngeal diphtheria are not always 
the ones which result in these most dangerous combinations ; on the 
contrary, they come under observation just as often in cases of thin 
hoar frost like and circumscribed exudations, though, in general, the 
possibility of the disease spreading to the larynx, is to be feared in all 
forms. The affection of the larynx usually sets in from the third to 
the eighth day, but may begin earlier or later. Extension downwards 
is what usually occurs, but ihe process may begin in the trachea and 
larynx and spread upwards, as 1 have myself repeatedly seen. The 
disease of the larynx sometimes begins with vomiting and high fever. 
Hoarseness is a constant symptom (catarrhal stage). It is in the 
beginning often so insignificant, that it is only recognised by the 
experienced ear of the physician ; in a few hours, or perhaps days, it 
more and more assumes the character of aphonia. At the same time 
a very barking cough, with scanty expectoration and increased difl5culty 
of swallowing, sets in. Laryngoscopic examination, which unfortun- 
ately with young children is often impossible, reveals in older ones, 
or in adults, besides diffuse redness and swelling of the mucous 
inembrane, circumscribed aggregations, varying in size from that of 
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a pea lo that of a bean, or membranes adhering to one ; 
covering the vocal cords, epiglottis, and ventricubr bands, a 
times the whole larynx I have repeatedly seen aggregations in the 
interarytenoid region, on the aryepiglottic ligaments and epiglottis, 
that did not spread as the disease went on, nor give rise to dyspnoea. 
The amount of obstruction to respiration depends on the thickness 
and extent of the exudation, and also very particularly on the age of 
the patient. In children, obstruction of respiration very soon 
makes itself evident Breathing is noisy, whistling and stertorous, the 
lower i>arts of the thorax sink in, the larynx is deeply drawn down 
towards the jugular fossK with each inspiration, wliile all the accessory 
muscles of respiration are called into play. Children are very restless, 
[urn themselves from one side to the other, sit up in bed, throw back 
the head, catuh at their throat, demand to be taken into their mother's 
arms, and then back to bed again (stenotic stage). As in real croup 
so also in diphtheria, dyspnoea comes on in paroxysms, recurring at 
longer or shorter intervals, till gradually the demand for breath becomes 
continual, and the disease enters its last stage, that of asphyxia. 

The indescribable anxiety and restlessness gradually give place lo 
a condition of repose, the hitherto reddened countenance becomes 
pale, the lips, fingers, ears, and lower extremities become cyanotic, 
the body is covered with a cold clammy sweat, the temperature falls, 
cough becomes less frequent, or stops altt^ether, carbonic acid 
poisoning gradually increases, and from apathy, somnolence and 
coma develop, and in one or two days, often even in twelve h 
the patient dies. 

On account of the width of the adult larynx, marked dyspncH 
seldom occurs in circumscribed exudation ; but, of course, ■ 
the disease is dilfLise, and the pseudo-membranes are pretty t 
it is never absent. 

The trachea is not, as a rule, attacked, until it has been opt 
on for diphtheria of the larynx. If the trachea is attacked t 
than the larynx, as I have often seen, the movements of the 1 
and of the trachea downwards are far more slight than when the 
obstruction is in the larynx itself. Diphtheria of the trachea, after 
tracheotomy has been performed, makes itself known by rigors and 
increased rise of temperature. The secretion coming through \ 
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tube becomes scanty, and is mixed with croupous shreds, then stops 
altogether. When the bronchi are affected, branching casts are 
sometimes expectorated; in tracheitis diphtheritica, thick tube like 
cylinders. According lo Monti, the lungs in front of the manubrium 
stemi, and in the first intercoslal space, give a dull, and at the same 
time tympanitic note, the breath sounds are here and there absent, 
or are replaced by rustling moist sounds. 

Among the subjective symptoms, the appearance of new difficulties 
of respiration, in spite of tracheotomy, is characteristic. They are 
generally observed from ihe second to the fourth day, or even later ; 
respiration, which at first after operation was normal, becomes 
frequent, superficial, and laboured ; all accessory muscles of inspira- 
tion are brought into play, the ribs and diaphragm are drawn in, the 
want of breath increases, jactitation and restlessness reach their highest 
pitch, gradually a corpse-like pallor comes on, the children fall, 
sometimes after repeated paroxysms of suffocation, into somnolence 
and coma, and die from carbonic acid poisoning. 

The diphtheritic exudation sometimes attacks also the sexual 
organs and the external skin. 

In some, particularly in septic cases, the disease attacks these 
jjarts primarily. Females are more frequently affected in this way. 
The labia minora swell up, the mucous membrane is reddened, 
and emits a purulent secretion. Burning and straining pains, difii- 
culty of micturition, strangury and spa.sm of the bladder are experi- 
enced, and on the inner surface of the labia majora and minora, 
whitish yellow aggregations are formed, extending over a large surface, 
or scattered about, which are shed after a time, are renewed again, 
and then heal, or may give rise to sepsis and gangrene. The diph- 
theritic process often invades the anus and neighbouring skin, and 
produces erosions and exudations there. Swelling of the inguinal 
glands is hardly ever absent. 

In males diphtheria confines itself principally to fissures and 
injuries of the prepuce. The prepuce, and also the skin of the 
penis, becomes swollen and cedematous, and cannot be drawn back, 
and between the prepuce and the glans a purulent fluid appears. 
The internal surface of the prepuce is covered with a pseudo- 
membrane, ihc inguinal glands swell up, and there is violent pain 
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on micturition. By breaking down of these membranes, and the \ 
underlying mucosa, considerable loss of substance may be pro- 
duced. 

Diphtheria of the skin must be looked upon as a very rare form of 
the disease. 

It has been affirmed by several authors, chiefly Fr. Seitz, that 
diphtherL-i may develop on perfectly healthy skin. According lo 
Seitz, red, round, or ellipiica!, irregularly formed spots appear, with a 
yellowish white prominence in the centre, like an urticaria wheal. 
On this spot a yellowish brown fibrinous exudation forms, which after 
drying up is shed, and leaves an ulcer in its place, .\fter the ulcer 
heals, a brown pigment spot remains visible for a long time. The 
skin, where excoriated and devoid of epithelium, is more often attacked, 
both primarily and secondarily, than where it is intact 

Eczematous patches behind the ear, or on the ear itself, at the 
corner of the mouth, the entrance to the nose, and chafed spots in 
the inguinal, crural, and perineal regions, are favourite points of 
attack ; also on leech bites, oj)eration wounds, or places where 
blisters have been, the infection sometimes shows itself first. 

We will now turn to the second form of diphtheria, tlit septic. 

It develops, as a rule, out of the croupous form, with or without 
simultaneous gangrene of the affected parts, or it sets in at the very 
beginning as primary septic diphtheria. 

The development of the septic from the croupous form seldom 
occurs before the end of the first week ; generally however later, and 
not for several weeks. It is due to putrefaction and decomposition 
of the partly shed, partly adherent membranes, which assume a 
brownish black appearance, are of a pultaceous consistence, and 
emit a highly penetrating fetor. Sliould the septic material con- 
tained in these putrefying membranes reach the blood and be com- 
municated to the various organs, then diphtheria, from being a local 
affection, becomes a general disease. The resorption of the septic 
poison may take place from the nose, throat, larynx, trachea, and 
bronchi, and also from the skin or the genital organs. It manifests 
itself usually as adynamia, and rise of temperature, without however, 
as in the other form of sepsis, going on to distinct rigor. The pre- 
viously excited and refractory patients become suddenly quieter and 
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more indifferent, the skin becomes pale, the eyes hollow and dull, 
complaints about swallowing and other symptoms cease, the examina- 
tion of the throat hitherto so difficult is allowed without resistance, 
and every kind of nourishment is refused with signs of repulsion. 
The brain, which at first was clear, gradually gives way, somnolence 
comes on, sometimes interrupted by vomiting and diarrhcea. Con- 
sciousness is sometimes retained till shortly before death, which 
usually lakes place from paralysis of the heart or cedema of the lungs, 
with steady decrease of the extremely frequent and small pulse, and 
outbreak of perspiration. The mucous membrane of the part 
attacked is covered with larger or smaller ecchymoses, otherwise it 
is but little changed. Here and there the epithelium is wanting, the 
surfaces shedding slightly, and having superficial erosions, or deeper 
losses of substance penetrating into the tissue beneath. Although, 
hitherto, lymphadenitis has kept within bounds, the glands now swell 
up into large shapeless tumours, which, being very painful, hinder the 
movements of the head and opening of the mouth. 

Quite otherwise is the condition, if the croupous form first passes 
into the gangrenous and then into the septic. Although the danger 
of gangrene, in very diffuse exudation and infiltration of the paren- 
chyma, is greater than in localised, there are nevertheless exceptions, 
and the time at which gangrene begins varies very much. As a 
rule, it begins when the diphtheria has existed for several days, 
or even one or two weeks, although in rare cases it may appear much 
earlier. The author once saw, in the case of a boy of twelve, who 
had pseudo-membranes scattered over the tonsils, the whole soft 
IJalate become gangrenous on the second day. It is exactly in such 
cases that combination of necrosis with inflammation occurs in a 
very distinct manner. The occurrence of gangrene proclaims it- 
self first of all by objective symptoms ; the tonsils, which up till now 
were moderately swollen and covered with pseudo-membranes, be- 
come very much larger, close up the isthmus, and squeeze in the 
uvula, which is cedematous, and, like the tonsils, covered with ex- 
udation. If the gangrene attacks the soft palate, which is by no 
means always occupied by thick pseud o-membrane.s, then there ap- 
pears on some part of h a bluish black livid spot, distinctly defined 
from the surrounding surface, over which the mucous membrane is 
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raised in the form of a cyst, with dim discoloured contents. The parts 
round this cyst also soon become discoloured, and after it gets emptied 
the whole part affected is changed into a greyish blaclc, soft, pulpy 
mass, containing many blood extravasations, which bleeds either 
spontaneously or on being touched. If the patient does not yet 
succumb to the disease, as sometimes happens, then deep losses of 
substance and perforations occur from the mortified masses be- 
coming separated ; in very rare cases a line of demarcation forms, ihe 
gangrenous part se[)arates, and the patient escapes with more or less 
destruction of the parts. After the gangrene comes on, the fetor from 
the mouth is unbearable, salivation is profuse and ichorous, and the 
general condition assumes the already mentioned adynamic character. 
The gangrene spreads to the nose, from which a sanious dis- 
charge comes, excoriating the skin ; there are repeated bleedings 
from the throat and nose, and the patients generally die in the course 
of from three to eight days, sometimes with metastatic affections in 
the lungs and spleen. 

The course of primary septic diphtheria is very similar, though dif-- 
fering in some points. 

Why, in some epidemics, this form is exceedingly frequent, in 
others altogether absent, we do not know. The disease begins with 
violent fever and vomiting, several times rei>eated, accompanied by 
nausea. The temperature reaches 104° F., nr even 106.5°?., the pulse 
is very frequent, and from the beginning very easily compressible ; 
respiration is quickened. The general condition is very low from the 
first, the patients are quiet, apathetic, and sleepy. Pain on swallow- 
ing is but little complained of. 

Examination reveals livid blue grey colouring and ecchymosis of 
the affected parts, which are covered with fibrinous, greasy, nasty 
looking exudations. The swelling of the lymphatic glands is also 
in this form very marked. The further course of the disease is 
the same as in the other already described septic forms, only the 
fatal issue as a rule takes place earlier, usually after two or three 
days. 

The symptoms just discussed do not, however, exhaust the morbid 
appearances of diphtheria. Diphtheria is an extremely malignant 
disease, which not only during its course gives rise to many compli 




DIPHTHERITIC PHAKYNGITIS. 



'57 



I 



cations but also, for many weeks after apparently complete recovery, 
is followed by a succession of secondary affections. 

One of its most frequent accompaniments is disease of the kidneys, 
This affection manifests itself lirst of all by albuminuria. The 
albumen contained in the urine of the first day is to be considered as 
a symptom of fever, and traceable to hyperemia of the kidneys ; the 
adherents of the fungus theory consider it due to immigration of 
micrococci or to a parenchymatous inflammation excited by them. 
Albuminuria occurs more surely and earlier, the more intense the 
exudation is : in septic cases it is never absent, so thai Unruh main- 
tains that albuminuria is the first and only absolutely certain symp- 
tom of general infection having taken place, which therefore is 
excluded if albuminuria be absent. I must, however, contradict him, 
since quite slight as well as very severe cases of the croupous form 
occur having albuminuria, without going on to general infection. The 
quantity of albumen varies very much, and fluctuates according to 
the local and general symptoms. Albuminuria very often occurs 
when the larynx is attacked. According lo Monti, it is the conse- 
quence of hyperaimic engorgement of the kidney, excited by stenosis, 
which disappears when the circulation again becomes normal. The 
more severe forms of albuminuria are caused by parenchymatous 
nephritis, and by swelling and fatty degeneration of the renal epi- 
thelium, and Fische found in all his cases parenchymatous and in- 
terstitial nephritis, but no micrococci. The secretion of urine is 
diminished, even completely suppressed, the amount of albumen is 
very considerable, the urine contains blood corpuscles, fattily degen- 
erated renal epithelium, and different forms of casts. 

Although by very many authors a rather subordinate significance 
is directed to diseases of the kidneys, yet I must, on personal 
grounds, hold ciuiie another opinion. I have repeatedly seen chil- 
dren and young people die of urtemia. All these patients showed 
very extensive local symptoms; in one case not only both tonsils, but 
also the whole of the soft and hard palates, were covered with layers 
as thick as the finger In all cases the course was similar. After 
albuminuria had set in, several days after the beginning of the diph- 
theritic exudation, the amount of urine always diminished, while the 
albumen progressively increased ; the first symptom of unemia was 
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alw3}-s nausea and repealed vomiting, as well as complete loss ofl 
appetite ; the pulse was sometimes hard and tense, sometimes soft, I 
small, and frequent, soon somnolence and drowsiness set in with con- I 
tinued vomiting, and in one case ecbmpsia, and death rollowed with I 
complete loss of consciousness from loss of cardiac power, and it I 
seemed to me remarkable that neither cedematous swelling nor dropsjr I 
were ever present. I 

Complications very often arise in connection with the heart. \ 

During the course of the disease, as well as during convalescence, 
patients may suddenly die with symptoms of acute paralysis of the 
heart. As a rule no symptoms, or at least no special symptoms, pre- 
cede this event. The patients complain suddenly of palpitation, want J 
of breath, oppressive and extreme prostration; they become pale, cya- I 
notic, and cold ; the pulse becomes extremely frequent, and can hardly " 
be counted ; they become unconscious, and death occurs generally 
in a few hours. In the cases running a less rajjid course, the symp- 
toms of cardiac paralysis set in gradually, and only after several days 
lead to a fatal issue. These sudden deaths are explained partly on the 
hypothesis of fatly degeneration of the cardiac muscle or thrombosis 
of the ventricle, partly of paralysis of the vagus and cardiac ganglia. 

But of far more frequent occurrence than acute, are chronic | 
cardiac affections. According to the investigations of l.eyden and 
others, myocarditis seldom begins before the end of the first week. . 
It manifests itself by the pulse becoming small and frequent, reaching | 
from 120 to 180 beats per minute, or becoming intermittent, these 
symptoms being more evident on movement of the body. The ' 
heart's beat is weak, in a little time the heart's dulness increases t 
wards the right, the sounds become impure, and blowing murmurs 
are heard. Subjective symptoms are absent or are very slight, often , 
there is apathy and disinclination for bodily exertion, and according 1 
to Unruh, albuminuria sometimes occurs. The affection may be re- 
covered from after several weeks, or even several months' duration, 
or may end fatally from dropsy or cardiac paralysis. It is my con- 
viction that many cases of so called myocarditis die, not from degen- 
eration of the cardiac muscle, but from paretic conditions of tfaej 
cardiac nerves. 

Of complications in connection with the respiratory organs, pneu- 
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monia is relatively the most frequent. I have observed it most 
commonly in tracheal and lar)-ngeal diphtheria, and after tracheotomy, 
in consequence of blood or pieces of membrane being drawn into the 
lungs. It is as a rule lobular, unilateral or bilateral, and generally 
occurs in the lowest part of the lungs. Several times I have seen 
&tal traumatic pneumonia in consequence of bilateral paralysis of the 
recurrent nerves. 

As further complications which frequently occur, the changes 
in the tracheal wound must be mentioned. 

The most frequent is diphtheria of the edges of the wound, which 
often become gangrenous, and give rise to large losses of substance and 
tracheal fistula. Unsuitable canulee may cause superficial scabbing 
and ulceration of the canal of the wound, as well as of the deeper 
parts of the trachea. Phlegmonous and erysipelatous inflammation 
of the edges of the wound, and also round about it, bfemorrhage from 
ulceration of the anterior and posterior wall of the trachea, also occur 
as unfavourable complications. 

As secondary local diseases, stenosis of the larynx and trachea, 
and hoarseness and aphonia, must here be referred to. The former 
are caused, as a rule, by granulations in the upper or in the lower 
part of the tracheal wound, or by cicatricial contraction of the healed 
ulceration, or by membranous adhesions and chronic thickening and 
infiltration of the vocal cords ; paralysis, too, of the posterior crico- 
arytenoid muscle has been observed. The changes of the voice 
depend either on inflammatorj' processes, especially of the vocal 
cords, on losses of substance, or on paralysis of the muscles or 
nerves of the larynx. 

Paralyses, beyond a doubt, occur most frequently as secondary 
diseases. 

In general it may be held that the more severe the case, the more 
probable is it that these will appear. There are, however, numerous 
exceptions, and even slight cases are attended by them. Diphtheritic 
paralysis seldom appears before the second week, much oftener it 
appears in the third, fourth, or even the sixth. As to its nature and 
origin, opinions are divided. While some, and principally Ziemssen, 
consider that the paralyses are peripheral, others declare that they are 
central, and support their statement on the fact that Buhl and others 
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have seen capillary hasmorrhi^es and changes in the lymphoid ceDs 
and nuclei of the ner\'e sheaths and ganglia of the spinal cord, and 
also fungus proliferations. 

Pretty often there are disturbances of the power of vision from.] 
paralysis of the muscles of accommodation. These are manifested'! 
by inability to see clearly small objects near the eye ; they appear 
dim and blurred ; reading is inspossible, the eyes easily become tired, 
the pupil is generally dilated. If paralysis attack the muscles of the 
eyeball, then strabismus and double vision are the consequences. 

Paralysis of the soft palate and gullet are by far the most common 
of all. The symptoms of these are to be found in the chapter on 
nervous diseases. In severe cases paralysis of the muscles of the face 
occurs, 

The nerves and muscles of the larynx become paralysed, sometimes 
together with the muscles of the pharynx, somtimes with those of the 
extremities. 

Paralysis of the sensory superior laryngeal nerve is either unilateral 
or bilateral. It is one of the more dangerous complications, as 
patients affected by it pretty frequently die from traumatic pneu- 
monia. Objectively it manifests itself by cessation of direct and 
reflex excitability. 

Motor paralysis of the larynx occurs on one or both sides. It 
attacks individual muscles and entire groups of muscles, very often 
all the muscles supplied by the recurrent nerve ; in the latter case 
the danger of traumatic pneumonia is very great. The muscles of 
the extremities are also often paralysed. Paralysis beginning in them 
makes itself known through perverted sensations in the points of the 
fingers and toes, a woolly feeling, formication, itching, and darting 
pains. Gradually weakness and defective movement set in, uncer- 
tain, staggering gait, and at last complete paralysis. 

When the muscles of the throat, neck, and trunk are all affected, 
the patients lie in bed quite heljiless, requiring to be raised up 
and to be fed ; the head cannot be held straight, it falls backwards 
or forwards. When there is jKiralysis of the muscles of the lower 
part of the trunk, the patient cannot sit up in bed. Sometimes the 
paralysis spreads to the respiratory muscles ; breathing becomes 
superficial, dyspncea sets in, and ihc patients die asphyxiated, after 



I 




DrPHTHERlTIC PHARYNGITIS. l6l 

that, in some cases, the muscles of the bladder and intestines have 
also become paralysed. 

Among the somewhat rarer complications and secondary affections, 
which, to make the enumeration complete, must be mentioned here, 
are ansemia, neuralgia, sensitiveness to loud speaking, cold and heat, 
angina pectoris (Seitz), cramp of the extremities, hiccough, paralysis 
of the cesophagus, attacks of sneezing and yawning, psychical dis- 
turbances, general paralysis, idiocy, exalted state of the mind, and 
somnambulism (Seitz). By Pauli, acute articular rheumatism ; by 
Cahn, disturbed assimilation ; by Seitz and Wertheimber, diphtheria, 
withencrustationof the gastric mucous membrane, have been observed. 

The diagnosis of diphtheria, in cases in which the disease is 
developed in some degree, presents no difficulties. That at the be- 
ginning it is possible to mistake it for other affections, must be 
allowed. It is most commonly mistaken for catarrh of the lacunje 
and follicular angina, the differential diagnosis of which has already 
been discussed. It is less likely to be mistaken for pharyngomykosis 
benigna, aphtha and herpes, as well as for syphilis or for artificially 
produced eschars, especially those due to the galva no-caustic point. 

The prognosis of diphtheria is always very dubious. However 
harmless the affection may seem at first, the practitioner should never 
predict a favourable issue, for too often he finds himself deceived. 
There is no disease less to be depended on than diphtheria, on account 
of its jirotracted course, and the unforeseen and intermediate attacks 
and complications which may arise. 

The prognosis is comparatively favourable when the affection has 
attacked only one or both tonsils, the palate, or the uvula. Disease 
of the posterior wall makes the prognosis worse on account of the 
danger of the nose and larynx becoming infected. A more favour- 
able issue may, however, be expected when the strength is good and 
enough nourishment is taken ; of the greatest importance is the age 
of the patient ; for adults, young people, and children above six 
years, a better prognosis may be given ; for children under five it is 
less good, and for those under two years very bad. It is certain 
that badly -nourished scrofulous children have less power of resisting 
the disease, also that the prognosis to a large extent depends on the 

aracter of the epidemic. I cannot regard diphtheria of the 
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nose as a complication which absolutely endangers life ; on xht con- 
trary, it is diphtheria of the larj-nx, trachea, and bronchi which 
the most dangerous of all complications. In the septic forms the 
prognosis is almost absolutely hopeless, especially in septic-gangrenooii 
diphtheria, which only very exceptionally ends in recovery. 
unfavourable issue may be expected in all cases in which the hcaitVj 
action is specially impaired. The prognosis is very grave in bad casetl 
of nephritis, or of pneumonia. Among the secondary afTection^' 
paralyses are in general, and rightly, considered favourable, althotiglki 
death may sometimes occur from laryngeal paralysis, or from exteaij 
sion of the paralysis to the respiratory muscles. 

The mortality from diphtheria is highest among children under 
one year, being, according to Monli and Herz, about So per cent. ; 
among children between one and three years it is 45 per cent 
between three and five, 40 per cent. ; between five and ten, 
cent. ; from ten upwards the rate gradually diminishes, and 
twenty is very small. Against these statistics, the fatal cases 
tioned by all sorts of diphtheria specialists who have cropped up, 
stand in the most glaring contradiction. One can now-a-days hardly 
ever lake a publication on diphtheria into one's hand, without finding 
at the close the stereotyped remark, that the author has not had 
lament a single fata! case since he has used this or thai remei^c 
Without going further into the worth of such reports, which carry 
the face of them the stamp of the most common advertising, I would 
only like to express the wish, that the gates of science may in future 
remain more firmly closed than before, against such sordid elements. 

TVm/otm/.^ Prophylaxis is not by any means the least part in the 
treatment of diphtheria, and every endeavour should be made to 
prevent the extension of the disease. The best and only preventive 
remedy is isolation of the sick from the heahhy, although it must 
be allowed that this is very often illusory, as the other children may 
be already infected before the order is given. Nevertheless, the 
healthy children should at once leave the infected house, should 
avoid all intercourse with it or with infected persons, and only 
return when the house has been sufi^ciently disinfected. 

As to the choice of disinfectants, there is great dilTerence 
opinion. Monti recommends, instead of the almost universally- 
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fumes of sulphurous acid, that the floors and furniture, and every- 
thing that can be washed, be cleansed with green soap and lye, and 
that the hangings and pictures of the sick-room be destroyed. If 
this be impossible, then the walls and floors should be washed with a 
I per cent, carbolic acid solution or 1 per cent, xanthate of potassium 
solution ; or, at least, that the room be sprayed with a solution of 
perchloride of mercury in water (i to 4000). 

With the same solutions, the clothes of the patient should be 
washed, while the patient himself, and every one who lias been about 
the room during the illness, should have their bodies washed with 
carbolic soap, and take a warm bath before they again mix with 
healthy people. Whether the numerous prophylactic gargles which are 
used, containing chlorate of potash, carbolic or boracic acids, are of 
any use in preventing the infection, is doubtful ; but, at any rale, 
their use can do no harm, 

In order to prevent the epidemic spreading among children, it was 
proposed to have sanitary police regulations ; as. for example, that it 
be the duty of physicians or relatives to prevent healthy children, out 
of already infected families, going to school ; and that the patients be 
isolated in a proper hospital or institution. That the diphtheritic 
]>oison may become propagated to healthy children going to school, 
is certain ; against Henoch's proposition, that children open to sus- 
picion should be kept from attending school, objections have been 
urged so far, only on social and scholastic grounds. 

When the disease has once broken out, the greatest care must be 
taken that the sick room is plentifully ventilated, by night as well as 
by day. It is also recommended that, where possible, the largest and 
most spacious apartment in the house be chosen as the sick room ; 
or, still better, that two rooms be used — the one by day, the other 
by night The temperature of the rooms should never be above 
12* Reaumur (60° Fahr.). 

A most important point is the nourishment of the patient, both as 
to quality and quantity. The amount of food taken is usually 
small, on account of loss of appetite and difficuhy in swallowing i 
but the little that is taken should be nourishing and suitable. There 
are special difficulties with children, as they generally take nothing, 
unless compelled. Indulgence by their parents is, in such cases, most 
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unfortunate. Of course, the nourishment must be all fluid at first, 
consist of milk, strong soups, beef tea, tea, and coffee. To delay 
the administration of alcohol and other stimulating remedies wheiJ- 
the heart is weak, is certainly incorrect. A careful physician will 
endeavour to guard against the occurrence of cardiac failure in good 
time. Small quantities of wine and water, wine soups, and, if 
necessary, beer, may therefore be allowed from the beginning. 
When collapse threatens, stronger wines — -Marsala, sherry, port, 
and champagne — may be used ; in poorer practice, diluted rum or 
brandy, with some sugar, is to be recommended. After the mem- 
branes are shed, and the inflammatory symptoms abated, more solid 
food, soft eggs, tender meat, mince, fowl, and venison may be allowed. 

Medicinal treatment must be both local and general. The pur- 
pose of local treatment is to overcome the inflammatory symptonu, 
to remove the exudation or render it innocuous, and to prevent the 
diphtheritic [jrocess from spreading to other mucous membranes. 

For overcoming and mitigating the local symptoms, cold, in the 
form of cold compresses or ice bladders, applied according to the 
previously explained methods, is specially suitable. It must be care- 
fully noticed that cold — outwardly and inwardly, in the form of 
ice-pills, etc. — must only be used until the inflammatory symptoms 
have abated. If the process of exudation is completed, then warm 
stimulating applications must take the place of cold. 

The second indication, that of removing and rendering innocw 
the pseudo-membranes, is best fulfilled by the careful cleansing of 
throat with certain remedies, generally some disinfectant The 
ber of these is so great that it is impossible and unnecessary to 
enumerate them all. One author has got the best results with one 
remedy, another with another, which only goes to prove that favoi 
able results may be had from each method of treatment, and like 
that with each, bad results and fatal cases will be lamented. 

The previously much used method of destroying the membi 
by cauterising with caustic, and other similar procedures, is now 
general very properly abandoned as hurtful. The more the throat 
irritated and the membranes interfered with, the more certainly and 
quickly are ihey reproduced. Several authors use hot vapours for 
loosening the membranes ; this may cause a line of demarcation 
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form, and so hasten the shedding. For the purpose a pot filled with 
boiling water or camomile tea is used, the vapour from which is 
inhaled, by means of a suitable funnel, as hot and for as long as 
possible. Steam sprays seem more to the purpose, the conducting 
glass tube of which is held directly in the mouth. They are preferred 
because by them disinfecting remedies along with heat can be brought 
to bear on the throat. By many a solution of carbolic acid, from i 
to s per cent., is valued as the most efficient of all remedies ; but, 
according to my own experience, it is no better than any other, while 
the stronger solutions act as poison, and give rise to green urine and 
carbolic acid poisoning. For younger children a 3 per cent, solution 
of boracic acid is preferred ; for adults and older children, a solution 
containing i to 3 per cent, of chlorate of potash. Other remedies to 
be mentioned are chinolln, resorcin, benzoate of soda, salicylic acid, 
thymol, permanganate of potash, corrosive sublimate, oil of eucalyptus, 
and oil of turpentine. Inhalations should be used every hour or half- 
hour, according to the severity of the case, and — a point of particular 
importance — continually during the night. They are just as useful 
for adults and older children, when properly and constantly carried 
out, as they are useless with younger and refractory patients. I have 
stopped using them, therefore, with the latter, and have the throat 
thoroughly cleansed' every hour with an ordinary syringe. 

The dissolving of pseudo -membranes chemically has again lately 
come into use. Most surprising results in liquefying fibrinous 
materials have, according to the coinciding reports of Rossbach, 
Kohts, Frantzel, Asch, and others, been got from the application of 
papayotin, a 5 i>er cent, solution of which is generally used as an 
inhalation or as a pigment. The very high price of the drug still 
stands in the way of its general use. 

Next to it is pepsin, which may be either inhaled or painted on. 
a Pepsinre . . . . grs. 16 

Acid. mur. dil. . . . min. 4 

Aquie destiL .... §i 

Sig.~Yox inhalation. 

a pigment, to be used hourly, the formula is : — 
R Pepsin, german. . . . grs, 16 



Acid. mur. dil. 
Aquse destil. 
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I prefer to use lime water with an equal part of water, and the 
addition of from i to 3 per cent, carbolic acid, and I use it sometimes 
for inhalation and gargling, sometimes for painting and syringing. 

As remedies which dissolve membranes, lactic acid (5 per cent 
solution), carbonate of soda, and carbonate of potassium have some 
influence. From the last two, I have several times seen good results 
in cases of laryngeal diphtheria. 

These remedies must be used as gargles and pigments where 
inhalation is impossible, or along with it That gargling is only of 
use in diphtheria of the isthmus has already been demonstrated. 

In cauterising, it is best to use a thick, but fine-haired hair pencil, 
or a piece of fine sponge or wadding fastened to a wooden or whale- 
bone handle ; the remedies to be applied must be more concentrated. 
The formulae — 



and 



R Chloral, hydr. 


• 3iss 


Glycerin! 


5i 


R Hydrarg. perchlor. . 


grs. 24 


Spir. vin. rect 


3vi 


Aq. destil. 


§i 



are recommended. In England, painting with a 2 per cent, solution 
of liq. ferri perchlor. is very much liked. Morell Mackenzie 
uses for this purpose, after very carefully drying the mucous mem- 
brane with blotting-paper, varnish, usually made up of alcoholic or 
ethereal solutions of the Balsams of Peru or Tolu (3 to 15). 

The principal indication, the prevention of the spreading of the 
exudation, we are unable to fulfil. Every assertion to the contrary rests 
on false observations or is braggadocio. No one will subject his child 
to the method proposed by Frisch, \Yhich is that tracheotomy be j^er- 
formed as a prophylactic, and the larynx tamponaded to prevent 
diphtheria spreading to it 

The insufflation of powders is brought forward by some authors as 
a still milder procedure. For this, freshly powdered boracic acid is 
used, also iodoform alone, or with boracic acid, tannin, alum, 
flowers of sulphur, resorcin, chlorate of potash, benzoate of soda, or 
calomel, — the last after the throat is cleansed with a 5 or 10 percent 
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solution of common salt. The removal of pseudo-membranes is only 
allowable if they are loose in the throat, or are attached to the substra- 
tum by shreds only. 

In diphtheria of the nose, cleanliness is a matter of primary import- 
ance. It is accomplished either by means of a spoon, the nasal bath, 
or a specially constructed syringe. I myself use for children an 
india-rubber bag, with a point made either of bone, well-rounded, or 
of india-rubber. The fluid to be employed must be lukewarm, and, 
with the nose completely closed up, should be injected every two or 
three hours by a strong squeeze of the bag. Particularly suitable are 
— lime-water with carbolic acid or spirit, and boracic acid (2 per 
cent.), chlorate of potash {2-3 per cent,), lactic acid, carbonate of 
soda, and in case of fcelor, fiermanganate of potash { }^ per 
cent.) solutions. When haemorrhages occur, the injection of solu- 
tions of tannic and carbolic acids, alum, or liq ferr. perchlorid. are 
preferred. After cleansing, powdered boracic acid, or iodoform and 
carbonate of magnesia (equal parts), are insufflated. To protect the 
skin from the excoriating influence of the secretions, the application 
of boracic acid in vaseline is recommended. 

The treatment of laryngeal diphtheria by means of cold has not 
proved beneficial, since it neither retards the development of the dis- 
ease, nor in any way influences the already-developed affection ; also 
from energetic inunction with mercurial ointment, recommended by 
Bartels, nothing is to be expected. Although the benefit derived 
from warm stimulating applications to the neck, and inhalations of 
hot medicinal vapours, and especially from the already-mentioned 
solvents of false membrane, is usually nothing extraordinary, stil! they 
should always be made use of in lieu of a better therapy. Emetics, 
which in laryngeal croup are so much liked, are in diphtheria not only 
utterly useless, but actually injurious. 

If breathless ness increases, then removal of the membranes is 
indicated. With older children and adults it may be attempted, 
under the guidance ofthelaryngoscopic mirror, to remove mechanically 
the membranes lining the larynx and trachea, by means of a fine 
hair pencil, or small piece of sponge fastened to a German-silver 
wire, impregnated with iime water, carbolic acid, papayotin, or pepsin. 
A rotatory movement must be imparted 10 the instrument That 
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these attempts are not altogether hopeless, I have myself often ex- 
perienced, being once successful in removing a well-formed cast of 
the larynx and trachea, and thus avoiding the necessity for performing 
tracheotomy. Also by means of Schrotler's dilatation tube, of hard 
india-rubber, which I use for tubage of the larj-ns, and which, if 
necessary, I introduce into the larynx, guided by my finger, the breath- 
ing can for a little while at least be facilitated. Since all these pro- 
cedures cannot be carried out with children, and even with adults 
are very often without result, only one other remedy still remains, 
viz., tracheotomy. 

The operation is indicated when there is continual dyspnoea, and 
when the thorax and diaphragm begin to be drawn in ; to wait any 
longer is death to the patient. Without going into the lechnicaliues 
of tracheotomy, it may here bo specially mentioned that, although the 
results of the operation are not so brilliant as in real laryngeal croup, 
still a third, or even the half of those operated on may be saved, 
and that it is the duty of every conscientious physician, to draw the 
attention of the relatives to the operation as the only means of saving.^ 
the patient's life, and also to perform the operatioa 

The after-treatment is quite as important as the operation itself. 
The wound of course must be covered with carbolic or iodoform 
gauze, or with boracic lint, and treated with strict antiseptic precau- 
tions, the atmosphere of the room must be kept constantly moist by 
means of open vessels containing water, the patient must be made to 
inhale through the canula every hour solutions containing i per cent, 
of sodium bicarbonate and carbolic acid, and the canula must be 
carefully cleaned, and no pieces of dry secretion or pseudo-membi 
allowed to lodge in it. 

The general treatment of diphtheria is quite as important as 
local. 

Physicians have for a long time been striving to find a specifi< 
remedy for diphtheria, i.e. one that will, on the one hand, remove the 
exudation and destroy the virus, and, on the other hand, prevent the 
extension and the new formation of pseudo-membranes. Such a 
remedy has not as yet been found, but (here is no want of substances 
which, it is believed, exert an influence on the diphtheritic procesa.i 
Of these chlorate of potash is specially valuable, its dose beii 
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grs. 8 to 5i of water for children, and grs. 16 to 5^ ^or adults, a tea 
or tablespoonful respectively every hour; but great caution is 
necessary, as poisonous symptoms may easily occur. Great hopes 
are placed on the muriate of pilocarpine, from which Guttmann 
has seen good results. He prescribes it as follows ; — 



R Pilocaq). muriat . 


grs.>^-^ 


Pepsinae .... 


grs. >^->i 


Acid. mur. diL . . , 


min 2 


Aq. dest .... 


. 5i 


Sig, — A teaspoonful every two hours. 





Along with other observers, I consider it useless, and when the 
heart is weak, as very dangerous. 

Corrosive sublimate also is looked upon as a specific. It is 
given thus : — 

E Hydrarg. bichlor gr- /^ 

Albi ovi No. i 

Aq. dest 5* 

Sig, — A teaspoonful every hour. 

I personally put aside all specifics, and combat the individual 
symptoms. For fever in children I give salicylate of soda (15 to 45 
grs. daily) in solution. In the septic forms I use the muriate of 
quinine, or the citrate of iron and quinine (grs. 8 to 15 daily), recom- 
mended by Monti in preference. As a tonic, from the first I order 
for children a teaspoonful every two hours of — 

R Liq. ferri perchlor 3iss 

Aq. dest 5* 

Syr, simpl. 3iss 

Sig. — A teaspoonful every two hours. 

which is also used in England, or the Tinct ferri acet. aeth. Collapse 
occurring suddenly, must be met with warm baths, the warm pack, 
alcohol, liquor, ammon. anis., or the anodyne liquor of Hofmann, 
and, if necessary, camphor injections. Threatened uraemia is treated 
with digitalis or stimulants by Leube, according to the condition of 
the pulse. Nephritis 'calls for diuresis, to be brought on by means 
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of efTervescing drinks, milk diet, and alum administered internally. 
Pneumonic infiltration or bronchitis require expectorants ; for diiarrhcea 
opium must be given. In myocarditis every movement of the body 
must be strictly forbidden, and, as in anaemia, iron, alcohol, and 
nourishing food, as well as country air, are recommended. 

Against diphtheria of the trachea and bronchi, every remedy is 
generally powerless. Attempts must always be made to loosen the 
membranes by aspiration, by means of a catheter or sucking syringe, 
and by instillation and inhalation of papayotin, pepsin, or lime 
water, and to hasten their shedding by expectorants (Inf. senegae with 
Liq. ammon. anis.). 

The affections of the sexual organs and those of the skin, also 
diphtheria of the tracheal wound, must be treated on surgical prin- 
ctpies, by the disinfecting remedies already discussed. 

Although, as a rule, diphtheritic paralyses get well of themselves, it 
seems necessary and desirable to hasten the cure by therapeutic 
means, particularly in the more dangerous forms of laryngeal paralysis, 
paralysis of the oesophagus and of the extremities. The sovereign 
remedy is electricity, the constant as well as the induced current. I 
have obtained wonderfully quick results in pharyngo - laryngeal 
paralysis by endopharyngeal faradisation and galvanism alternately 
applied. For the more obstinate forms Ziemssen recommends 
subcutaneous injection of strychnine as a reserve remedy. 

Granulations in the trachea must be removed, and membranous 
adhesions of the larynx or tracheal wound separated by means of a 
knife or the galvanic cautery, while cicatricial stenosis is to be 
removed by Schrotter's tubes, and laryngeal catarrh treated locally. 

GANGRENOUS PHARYNGITIS. 

Synonym, — Pharyngitis gangraenosa. 

As in the mouth, so also in the pharynx, gangrene comes under 
observation as a modification or result of the different forms of 
inflammation. 

Although it occurs most frequently in consequence of diphtheria, 
yet it may appear independently as a primary disease. It is either 
circumscribed or diffuse, and generally attacks weakly, badly- nourished 
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feachectic cliildren and adults. It occurs along with phlegmonous 
I angina and retro pharj^ngeal abscess, or with the secondary angins of 
scurvy, scarlatina, measles, typhoid fever, and variola, or develops 
after injuries and oijerations, or after hemorrhages into the mucous 
membrane. Pitha observed an epidemic appearance of angina noso- 
comialis phagedenica in hospital gangrene, as also did Browne. 
According to Barlhez and Rilliet, pharyngeal gangrene may also 
occur in consequence of whooping-cough and pharyngeal tubercu- 
losis. Semon has observed localised gangrene on the tonsils. 

The disease usually begins in prinnary cases on the soft palate and 
tonsils, more rarely on the posterior wall, with symptoms of a 
catarrhal or phlegmonous infiamniation, with fever and severe local 
symptoms. After some time, generally two or three days, the first 
symptoms of necrosis appear in the form of brownish black spots, 
ovei which the mucous membrane is elevated in the form of bullae. 
Their contents at first are serous, later on discoloured, sanguinoleni, 
and ichorous. At the same lime the lymphatic glands swell up, and 
the affection runs its course from this time onwards usually in the 
form of adynamia. The fever falls, the temperature becoming normal 
or subnormal, the pulse slows, sometimes to as low as fifteen beats 
per minute, the wave is small, the skin pale, cold, cyanotic, and 
covered with sweat. In place of the bullae there appear dirty, 
bbckish grey masses, which bleed easily, and which, on separating, 
leave behind them deep losses of substance and perforations, and often 
complete destruction of the soft palate. 

In consequence of the local symptoms, of want of appetite, of the 
often very profuse hiEmorrhages, or of pytemia, patients generally die 
in about eight days. Consciousness may remain, but is often very 
dull, and coma and stupor set in. The odour from the mouth is 
very penetrating, the secretion copious, bloody, and ichorous, and 
sometimes petechiie of the skin and hjemoirhages of internal organs 
occur. Gangrene has also repeatedly been observed in other parts 
of the body — the lungs, the larynx, the generative oi^ans, especially 
of women, and also in the parts surrounding the anus. 

The prognosis of pharyngeal gangrene, whether primary or se- 
condary, is verybad, the disease being almost always fatal, though cases 
of cure have been recorded by Musset, Trousseau, and Mackenzie. 
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Trca(men/.—TTeatraent is very powerless, still the attempt to 1 
localize the gangrene, and to mitigate ihe local and general ( 
symptoms, must not be omitted. The remedies used are the same | 
as in oral gangrene and pharyngeal diphtheria. 



SYPHILIS. 

Among the secondary affections of the pharynx, none is of greater 
importance than syphilis. 

Apart from the horrible cases of primary infection, the pharynx 
only becomes affected, when the byphilitic poison has found its way 
into the lymphatic and blood vessels. 

The first manifestation of the disease is erythema, known as ] 
syphilitic angina. Generally, along with roseola of the skin, there 
appears on the mucous membrane of the soft palale, tonsils, and 
posterior wall, a patchy or diffuse uniform, more or less pronounced, 
redness and slight swelling, which runs a chronic course, and is 
accompanied by very trifling symptoms. The differential character- 
istics of syphilitic angina — viz., dusky red colouring of the mucous 
membrane, uniform redness sharply limited to the soft palate, are 
not satisfactorily seen ; a more certain diagnosis can only be made | 
when other syphilitic symptoms are present. Cloudiness of the ] 
epithelium is always suspicious, as It usually occurs in syphilitic i 
inflammation of the mucous membrane, but is not demonstrative. 

,\n almost daily occurring symptom, is the appearance of mucous I 
patches or papules, and ulcers of the pharynx arising from them. 
These are generally observed along with the same appearances in the j 
mouth, but the throat may be attacked first and alone. 

Their favourite situation is the soft palate ; they also occur on the I 
pillars of the fauces, the uvula, and the tonsils, and comparatively 
rarely on the posterior wall. 

On normal, but generally more or less hyperasmic and swollen, 
even cedematous mucous membrane, examination reveals milky bluish 
white spots and streaks, varying in size, round or oval in shape, 
slightly raised above the mucous membrane, and covered by a loose 
macerated epithelial covering. If this covering becomes thrown off, 
then there are seen superficial longitudinal ulcers, from one to several 
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centimetres in size, often irregularly formed, which make the free 
edges of the pillars of the fauces appear serrated and grooved. 
These notches are seen very clearly at the base of the uvula and on 
the anterior pillar. On the tonsils the patches are either isolated or 
uniformly distributed over the hypertrophied tonsils, or they form 
confluent spots and superficial ulcers. 

The symptoms are generally slight, or are identical with those of 
acute angina. Pain on swallowing, especially when sour and highly 
seasoned foods are taken, as well as from smoking and speaking, is 
seldom absent. 

In ihe later stages of syphilis, syphilitic nodes, also called gummata 
or syphilomata, and the ulcers they give rise to, are, on account of 
their unusual frequency, of special interest 

The syphilitic node appears either difl^usely as an infiltration, or 
circumscribed as a gumma. In the naso-pharynx they occur most 
frequently on the salpingo-phaiyngeal fold, and are seen as broad, 
smooth, roundish, yellowish -red, or red swellings, from the size of a 
pea to that of a hazel-nut. Their course is less characteristic on the 
posterior wail of the oral and laryngeal parts of the pharynx. Some- 
times towards the middle, sometimes altogether at the side, behind 
I the posterior pillar, painless or almost symptomless circumscribed 
I red swellings develop, which often bear a striking resemblance to 
heaped up granulations, or hypertrophied lateral bands. Their true 
character seldom becomes unfolded, till they decay and change into 
ulcerations. 

Gumma of the soft palate appears in quite an unmistakeable 

manner. 

At its commencement it generally escapes observation, because the 

P syphiloma occurs as a rule on the posterior surface of the palate : it 

I' enlarges, however, and reaches the anterior surface, or may even 

\ develop there first, and then appears as a circumscribed bluish-red 

deposit, arching forward the mucous membrane ; the parts round about 

are markedly hypersmic, and the whole of the palate and uvula are 

cedemaious. As it goes on, white or yellowish streaks and specks 

appear on the nodes, a sure sign of commencing softening, which, 

gradually increasing, often lead to ]>erforation, sometimes with un- 

pected rapidity. At first the opening corresponds more or less to 
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ihe circumference of the softening deposit; later on, however, it- 
increases, especially if nothing is done for the patient. Sometimes 
there are several nodes on the soft palate, which simultaneously or 
one after the other break down, and coalescing, give rise to extensive 
ulcers. Complete loss of the soft palate is not uncommon, but generally 
only a pan is destroyed. When the nodes develop near the base 
of the uvula, it may become entirely separated, or may be kept 
attached by a thin band. Adhesion of the soft palate to the posterior 
wall may occur, or ring-shaped stenosis, and membranous adhesion 
of the lower section of the pharynx ; these, however, have been 
already mentioned. After the deep ulcers heal, white shining cica- 
trices are left, which cause contraction of the neighbouring parts and 
give rise to the previously mentioned changes. The formation of 
cicatrices on the palate interferes with its movement and contractility, 
or abolishes them altogether, and thus renders the closure of the 
naso-pharynx impossible, from the abnormal shortness of the palate. 

When gummata occur on the tonsils, these organs swell up rill 
they touch, and still further till they become flattened against each 
other. The superficial situation of the nodes makes the tonsils 
appear rough and tuberculated ; after a while the nodes soften and 
leave deep cup-shaped ulcers, which run together and convert the 
tonsils into a ragged, corroding, often granulating mass. There often 
develop in the depressions and lacuna^ white streaks crossing each 
other, which consist partly of cicatricial tissue and partly of new pro- 
liferating connective tissue (interstitial retracting tonsillitis). 

The subjective symptoms of syphilitic ulceration of the pharynx 
manifest themselves mainly during deglutition. The act of swallow- 
ing is not only painful, but also so far prevented, in that hard pieces 
of food cannot be, or are only with difficulty, swallowed, The timbre 
of the voice is usually nasal and muffled. When the infiltration of the 
palate is very great, and when the palate is perforated or considerably 
destroyed, regurgitation of food takes place. 

The diagnosis of mature pharyngeal syphilis, but especially of 
ulcers, is generally easy, and depends on the changes described, and 
other co-existent symptoms or traces of syphilis. That it should be 
mistaken for diphtheria or catarrhal ulcers appears scarcely possible, 
but proves that the recognition of a disease so widely spread as 
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syphilis, has not yet become genera!. I can only advise young prac- 
titioners, on examining an ulcer in the pharynx, always to look upon it 
as the manifestation of a dyscrasia, in the first place as syphilis, then 
as tuberculosis, lupus, or carcinoma. 

Sometimes it is very difficult to differentiate between syphilitic 
patches and follicular angina, since both may be accompanied by 
fever. But the diagnosis becomes much more difficult when, as 
happened in one of my cases, an exanthema is also present ; then at 
least confounding it with measles or scarlatina can hardly be avoided, 
but the continuance of the rash after the fever is gone, and the 
fever never being so great in syphilis as in an acute exanthema, show 
with certainty that it is syphilis. Her[>etic and aphthous ulcers are 
also often diagnosed as syphilitic. The acute, generally febrile course, 
the sudden development of the ulcers, the severe pain and rapid 
healing, are against their being syphilitic ; while, on the other hand, the 
gradual commencement, long duration, change in form and situation, 
the absence of fever, and slight pain, point to their being syphilitic. 

The prognosis is favourable, provided the patients do not come 
under treatment too late, or wltfi irreparable losses of tissue. 

Treatment. — The treatment must be both general and local, It 
would be unscrupulous to prefer the one method at the cost of the 
other ; the best and quickest results are obtained by combining the two. 

Mercury is the most suitable remedy for early syphilitic symptoms, 
whether administered by inunction, by injection, or internally. For 
gummatous forms I know no prompter and better remedy than iodide 
of potassium. I have often succeeded in making already completely 
softened gummata disappear, and in preventing perforations, by its 
energetic administration. 

Local treatment consists of gargling, inhaling, painting, and 
cauterising. The beneficial influence of chlorate of potash is well 
seen here. Patches do well on being painted with nitrate of silver 
solutions, but are more quickly influenced by using it solid. For 
cauterising gummatous ulcers I can best recommend Mandl's solu- 
tion with carbolic acid. Deep ulcers, and the edges of perforating 
ulcers of the palate, must be thoroughly cauterised with solid nitrate 
of silver ; It often succeeds in reducing the perforations to a mini- 
mum, or at least so far as to prevent the voice becoming affected. 
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Larger, especially osseous, perforations, and complete destruction 
of the soft palate, can be covered by [lalale plates and similar 
apijaiatus, or may be remedied by surgical operations ; restoradon of 
normal speech, however, is very seldom obtained. 




TUBERCULOSIS. 

The localisation of general tuberculosis in the pharynx is compara- 
tively rare. Considering its extraordinary frequency in the larynx 
immediately adjoining, it must appear very remarkable how seldom 
the pharynx partici[>ales ; unfortunately science has not yet answered 
the question : What is the origin of this disease ? 

The question, whether tuberculosis of the pharynx is, or is not, s 
primary disease, is raised in this case as well as in that of the laryn: 
the possibility that the tubercular vims is first localised in tt 
pharynx must be granted ; that the pharynx may be attacked earlier 
than the lungs and larynx, I myself have often seen. My observa- 
tions always force me to the conclusion, that the pharynx is only 
apparently jjrimarily attacked, by which I mean, that already, before 
the outbreak of pharyngeal tuberculosis, cheesy or tubercular deposits 
exist almost without exception in other organs, although objectively 
they cannot always be proved to exist. The virus may, as in syphilis, 
lie dormant for years, and then suddenly develop its deleterious effects 

As proof of this, I may here mention that one of my patient^ 
when twenty-eight years old, suffered from an apex catarrh with 
hsemoptysis; after fifteen years of perfect health he was suddenly 
seized with purulent inflammation of the middle ear and extensive 
tuberculosis of the soft palate ; while another, who, when sixty-three, 
had his right testicle excised for tubercular degeneration, was attacked 
two years later by tuberculosis of the posterior wall of the pharynx, 
and died from the disease extending to the larynx and afterwards to 
the lungs. 

Tuberculosis of the pharynx generally accompanies pulmonaiy 
tuberculosis, the presence of which has been already demonstrated. 
The disease most usually occurs between the ages of twenty and 
fifty, and mostly in the male sex; very seldom in children. Only 
Isambert, Schcpelcrn, Millard, and Stoerk, mention such 
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The changes which tnke place, are all due to tubercular infiltration 
of the mucous membrane. The tubercles, as in the larj-nx, are gene- 
rally situated under the epithetiuni, and therefore invisible to the 
naked eye ; often, however, they become distinctly recognisable to 
the unaided eye, on the mucous membrane itself, and are seen 
as small grey or greyish-yellow nodes of the size of millet seeds ; 
their favourite situations are the soft palate, posterior wall of the 
pharynx, tonsils, and naso-pharynx, where, according to Eugen 
Frankel, \Vendt, and Zawerthal, the pharyngeal tonsil, the parts 
surrounding Rosen mailer's fossa, and the fornix, are specially liable 
to be attacked. According to Strassmann, tuberculosis of the tonsils 
is a very common accompaniment of pulmonary tuberculosis, but 
does not, however, produce symptoms. 

Phar>'ngeal tuberculosis seldom comes under observation while 
the nodes are forming, but generally only when ulceration has 
(produced softening and desquamation. According to the excellent 
description of B. Frankel, who was the first in Germany to call 
attention to this disease, tubercular ulcers of the pharynx are len- 
ticular in shape; they arc more superficial than deep, and have a 
pale yellow base with irregular eaten-out edges, and are very often 
covered with small pale red granulations, and with thin unhealthy pus j 
round about, or on the edges of the ulcer there are often papillo- 
matous excrescences and warty growths ; the lymphatic glands of the 
neck are usually swollen. 

Among the subjective symptoms, pain takes the first place. It is ex- 
tremely violent, particularly during deglutition, and radiates to one or 
other ear by transmission of the painful sensations through Jacobson's 
nerve, the glosso- pharyngeal, and the auricular branch of the vagus. 
Pain on swallowing is generally so intense, that patients rather suffer 
hunger and thirst, all the more if the food when taken is thrown up 
again through the nose. Secretion of mucus is increased, there is con- 
stant irritation, causing hawking and swallowing, and the breath has a 
very bad odour. Besides these local symptoms, there are also loss of 
appetite, emaciation, debility, evening fever, usually of a very irregu- 
lar type, quickening of the pulse, and perspirations, and cough and 
hoarseness, especially if the lungs and larjnx are also diseased. 

After a longer or shorter time the primary tuberculosis of the 
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pharynx spreads to the larynx, the mouth, and the lungs, or to tbe^ 
brain and intestines, and in from three to ten months causes the death | 

of the patient. 

The diagnosis sometimes presents great difficult>', not only to the 
young, but also to the experienced practitioner. It is most liable to 
be mistaken for syphilis. Such an error may be avoided, if one con- 
siders, that tubercular ulcers of the pharynx, in centra-distinction to 
those of the larynx, never penetrate so deeply as syphilitic ulcers do^ 
that they possess a distinctly atonic character, and that as a rule 
other manifestations are also present, such as tubercle of the testicle, 
rectal fistula, or pulmonary phthisis. If the latter are absent, the 
diagnosis must remain in suspense, or be made ex juvantibus. 
Microscopic examination revealing tubercle bacilli makes the diag- 
nosis certain. Further, I can agree with B. Frankel when he says, 
that whoever sees pharyngeal tuberculosis even once, will never agala 
forget its appearance. 

The prognosis is absolutely hopeless, and if some — among iheM' 
Gougenheim and Kiissner — speak of healing the disease by means 
iodoform and cauterisation, it seems more than likely that doubt may 
be thrown on the correctness of the diagnosis, 

Treatment. — Therapeutics arc entirely powerless, and must be coil-; 
fined to cleansing the ulcers, relieving the pain, and keeping up the' 
strength. To prevent the unbearable pain on swallowing, insufRation 
of morphia is most recommended, combined with starch or boracic 
acid, the proportion being morphia i, starch powder 10 parts. For 
disinfecting and removing the bad smell, insufflation of iodoform is 
used, but I prefer painting with creasote (i) in glycerine (loo). 
Besides these, cleansing gargles and inhalations of 4 per cent, boracic 
acid, J^ to 1 per cent, carbolic acid, or chlorate of potash, grs, 15 to 
gi, are of some benefit It is easily understood that in so painful a 
disease, the greatest care must be observed in respect to the consist- 
ence, temperature, form, and unirritating nature of the food. J 

SCROFULA, LUPUS, LEPRA, AND GLANDERS. ' 

In the course of one's reading, one now and again meets vith 
of scrofula of the pharynx. 
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Thus, amongst others, Homolle speaks of a tubercular and of a 
purely ulcerating form of pharyngeal scrofula. By the first he means 
lupus of the pharynx; in the ulcerating form of scrofula, adhesions in 
the pharynx do not commonly occur ; on the other hand, perforations 
of the soft and hard palate may be exclusively the result of strumous 
ulceration. Considering these observations from an impartial point 
of view, it appears to me, however, much more likely that the diag- 
nosis should be syphilis. The differential diagnostic characteristics, 
which HomoUe brings forward, — that syphilitic ulcers have generally 
sharp edges and a granulating base, and that scrofulous have gradu- 
ally sloping edges and an atonic base, thai the parts round about 
syphilitic ulcers are reddened and swollen, and that those around 
scrofulous ones are pale, — are too inconstant, and too negative to 
found a diagnosis upon. 

Wendt mentions that there is found on the posterior wall of the 
naso-pharynx, and also on the pharj'ngeal tonsil, in scrofulous and 
tubercular persons, as well as in those who are to all appearance 
healthy, a tubercular cheesy scrofulous inflammation of the follicles — 
pharyngitis scrn/uiosa. The follicles are generally very numerous, of 
a greyish-yellow, or yellowisii colour, and of a dry cheesy consistence, 
or are surmounted by a mass of fatly detritus. By the decay of the 
otiter surface small ulcers are formed, and when the more deeply 
embedded ones necrose, numerous round defects are left in the paren- 
chyma i on several neighbouring ulcers coalescing, considerable loss 
of substance and adhesions of the soft palate may occur. B. Frankel, 
Lewin, and Michel also record the occurrence of scrofulous ulcers of 
the pharynx. 

Until more exact observations are made, it is as well to be 
suspicious of scrofulous ulcers of the pharynx, since, as E. Wagner 
has rightly remarked, they have almost always a tubercular, syphilitic, 
leprous, or lupoid origin. 

It is certain that lufius occurs most frequently in scrofulous persons. 
It is met with both primarily and secondarily ; secondarily along with 
lupus of the outer skin, but more often, however, with that of the 
nose and of the larynx. It attacks principally young females, its 
fiivourite seat being the tonsils and soft palate. The tonsils appear 
enlarged, their outer surface rough, and covered w 
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between which ulcerations are seen. If the palate is attacked, then,! 
according to Krause, smaller or larger confluent nodes develop on the I 
mucous membrane, which is either normal or is pale. These nodes 
either shrivel up, or break down and form deep ulcers, which either 
cicatrise, or give rise to defects and perforations or to adhesions and 
other anomalies. 

The diagnosisof lupus is sometimes difficult, as it strongly resembles 1 
syphilis. The papillary-nodular appearance, the very slow and painless J 
course, the presence of lupus of the skin, and other scrofulous appear- 1 
ances, as well as the youth of the jxitient, all i>oint to lupus. 

Trtatment. — The treatment of lupus must be both general and I 
local. As in some cases it rests on a syphilitic basis, a trial ofl 
iodide of potassium is indicated ; lupus in scrofulous persons is, how^ ■ 
ever, not generally influenced by it. For them are recommended j 
suitable diet, country and sea air, quinine, iron, and cod liver oil, to| 
improve nutrition and the state of the blood. Locally, all disej 
parts are to be destroyed by cauterising with a solution of liq. fenl 
perchlor. {i to 4}, or by applying nitrate of silver, or the galvaniC-9 
cautery, and scraping with curettes and sharp spoons. 

Lepra of the pharynx is one of the rarest diseases in Europe. 

It attacks the throat only in the tubercular form, and, according to 
Ramon de la Sola, never occurs primarily, but only when the skin is 
also affected. The eruption in the pharynx is preceded by a bright red- 
ness; the leprous tubercles are white, soft, of various si^es, sometimes 
scattered over the swollen mucous membrane, sometimes grouped 
together in circles, and either normally sensitive or quite insensitive. 
The nodes in lupus are clear red or dark red, hard, and larger than 
those of lepra. The ulcers which result from the decay of leprous 
tubercles are soft, eaten-out, and insensitive, while those of lupus 
have hard turned up edges and an excavatsd base, are slightly pain- 
ful, and leave behind scars with normal sensibility. 

The prognosis of lepra is absolutely hopeless. 

Treatment. — The treatment consists in change of air. nourishing J 
diet, cold water cures ; inwardly creasote (mia '/i i" pi") ^""d salicy- 1 
late of soda (grs. 30-75 per diem) may be tried. Local treatment iai 
the same as in lupus. 

Glanders, and foot and mouth disease, also sometimes occur in the ] 
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phaiynx. The forms in which they appear, are the same as those 
described under diseases of the mouth. 



PARASITIC DISEASES. 

The pharynx as well as the mouth may be affected by lower or- 
ganisms. 

The pharynx is seldom affected alone, more frequently in common 
with the mouth, hence the parasites attacking it are the same as those 
of the mouth. 

It was previously pointed out, that in children, thrush very often 
spreads to the soft palate and posterior wall of the pharynx ; in adults, 
pharyngeal thrush is found only in serious and wasting diseases, 
occurring most frequently in the course of very severe types of 
disease. Damaschino, among others, described a thrush epidemic 
among the patients suffering from typhoid in Paris. The mycelium 
of the thrush fungus penetrates not only into the epithelium, but also 
into the muscular layers. According to Duguet, who also made his 
observations in Paris, thrush in typhoid patients spreads from the 
pharynx to the mouth, while in children the opposite takes place. 

The complaints of the patients are limited (if they are not drowsy, 
or show no other brain symptoms) to burning, lancinating pains in the 
neck, and inclination to vomit. In children, difficulty in swallowing 
and regurgitation of food occur, when the fungus is developed to any 
great extent 

The diagnosis in most cases can only be made by means of the 
licroscope. 

The treatment is the same as in thrush of the mouth, French 
observers recommend borax and Vichy water. 

Another affection due to a fungus, is that which was first observed 
by Bernard Frankel in 1873, called Mycosis tonsillaris btnigiia, which 
is Identical with the Pharyngo-mycesis Itptolhricia of Hering. 

By these terms is understood a disease of the tonsils and base of 
the tongue, which manifests itself in whitish or yellowish-gray soft, 
sometimes homy and often pedunculated tubercles or thorn like 
excrescences. They are situated on the surface and in the lacunas of 
the tonsils, more rarely on the pillars of the fauces and posterior 
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wall, and the deep parts of the lateral folds are sometimes occupied by 
them. On the tongue they are situated without exception near the 
circumvallate papilla;, and form there filaments and fasciculi 
eight millimetres long, and up to two millimetres thick. The tonals 
are either affected alone or along with the base of the tongue. 
Women appear to be more often affected than men, and usually be- 
tween twenty-eight and thirty-five years of age. 

The subjective symptoms generally consist in itching, dryness 
burning, slight pain on swallowing, and tendency to hawk and cough ; 
in some cases — as in one of my own — fever with general debility, lassi- 
tude, and loss of appetite, precedes the outbreak of the spots ; in 
others there are no symptoms whatever, and the patients only become 
aware of their condition on eicamining their throats. If the case 
very protracted, tlie appetite may suffer, and dyspepsia and emaciation 
occur, either in consequence of unsuitable interference, or on account, 
of a hypochondriacal state of the mind. 

Microscopic examination of the spots just mentioned, reveals the 
presence of very numerous micro-organisms, the naming of which is 
still a matter of dispute. In the case communicated by B. Frankel, 
and in the one observed by myself, the tubercles consisted entirely of 
bacilli and roundish cocci ; in that published by Eugcn Frankel and 
analysed by Sadebeck, a peculiar bacillus was found, which, on 
account of its appearing in tufts, was called Bacillus fasdai/afm. 
Hering, who examined sLt cases himself, came to the conclusion, 
already come to by Klebs, that the discovered fungus mass consisted 
of leptothrix, especially as the filaments and bacilli were coloured 
blue, when a solution of iodine was applied to them. , 

The course of the affection is very obstinate, as whenever the 
masses are removed by operation, they immediately become repro- 
duced. 

To one who sees the affection for the first time, the diagnosis is not 
easy; he nearly always mistakes it for diphtheria, especially when 
general and well marked local symptoms are present ; but against 
diphtheria are the usually non-febrile course, the absence of inflam- 
matory changes in the mucous membrane, and of swelling of the 
lymphatic glands, the scattered appearance and consistence of the 
deposits, and also the simultaneous affection of the tongue. Mis- 
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taking it for angina follicularis is prevented by the always febrile and 
acute course of the latter, as well as by tiie crumbling consistence 
of the spots. Concretions in the tonsils are differentiated from 
parasitic deposits by their stony, chalky, hardness, by their being 
composed of fatty epidermal fiakes and the component parts of chalk 
and cholesterine crystals, and by their exhibiting a much smaller num- 
ber of bacieria. 

Treatmnnl. — Treatment must be -very energetic. Ail observers, 
however, agree that the destruction and removal of the fungus deposits 
are impossible with the ordinary antiseptic remedies. Their removal, 
therefore, by mechanical means with sharp spoon, forceps, or the 
galvanic cautery, is recommended. If the disease is confined to 
the tonsils, then tonsillotomy is the simplest and most radical 
method. 

In pereons who do not feel disturbed by the presence of these 
perfectly harmless parasites, no treatment need be applied, as the 
affection generally goes away of itself, particularly if smoking be 
k -greatly indulged in. 

Sardnae may also appear to an excessive degree in the pharynx, 
md thence spread to the lungs ; such a case having been recorded 
F by C. Nauverk- 



H^MORRHAGES. 

Ha:morThages on the surface, and into the tissue of the 
(! membrane of the pharynx, occur but rarely. 

Copious h.-emorrhages occur most frequently after injuries, especially 
in children when the soft palate has been wounded by some object 
or foreign body held in the mouth, and also after surgical operations, 
particularly tonsillotomy. Slight capillary haemorrhages very often 
follow violent coughing and hawking, esjiecially when there is chronic 
congestion of the mucous membrane, or when granulations, adenoid 
vegetations, or ulcerations and gangrene are present. Hemoptysis, 
apparently originating in the throat, usually occurs in consequence of 
■ hsemorrhage from the posterior nares. 

Ecchymoses, extravasations, and hiematomata frequently accom- 
f pany acute anginas, and also diphtheria; some of the less frequent 
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causes are scurvy, purpura rheumatica, and morbus maculosus of 
WerlhofT. In effusion of blood into ihc uvula (Staphylhimatom), 
which arises from contusions, unskilful handling of instruments, or 
from swallowing large hard substances, the blood gravitates down- 
wards, and imparts lo the uvula a club-shaped appearance 

The prognosis depends on the cause and degree of the bleeding. 
Hiemonhage from lonsillotomy has already been discussed. Nar- 
rowing of the pharynx, and^ difficulty of swallowing and breathing, 
may be caused by submucous hEemorrhages, which may also lead to 
gangrene. 

Trtatmtnt. — The treatment of unimportant hEemorrhages consists 
in gargling, or inhaling, or spraying with ice water, or with a lo 3 per 
cent, solutions of alum, tannin, or liq. fer. perchlor. Cauterisation 
with solid nitrate of silver is particularly efficient in bleeding ulcerations; 
in more profuse hemorrhages digital compression is indicated, or pres- 
sure with cotton wool tampons imjjregnaled with some styptic fluid, 
which must be kept fixed on the bleeding spot as long as possible, 
undisturbed by the movements of swallowing or vomiting. As 
already mentioned, the hiemorrhage caused by injury of the carotid 
can only be stopped by ligature of the artery, Hasmatomata do not 
as a rule require any special treatment ; if from their size they cause 
inconvenience, their contents must be evacuated. 

Hemorrhage into the retro-pharyngeal connective tissue — hama- 
toma retro-pkaryngtak — has been observed by Stoerk. 

The origin of this lesion was traced to pressure on a goitre of 
long standing ; hypenemia, from the neck tie being too tight, is often 
occasioned, not only in the thyroid gland itself, but also in the vessels 
of the pharyngeal wall anastomosing with the thyroid artery, which 
may lead to extravasation into the submucous tissue. The lesion 
usually appears quite suddenly, sometimes in a few minutes, or it I 
may develop gradually. 

/"rM/OTM/.— Treatment can only be operative. Stoerk opens the 
swelling by means of a bistoury ; from it there sometimes squirts out 
a stream of bright red blood, making one almost think one had 
opened into an aneurism ; after opening, antiseptic gargles and 
inhalations should be used. 
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FOREIGN BODIES AND CONCRETIONS. 

Foreign bodies in the throat are of great practical interest, on 

, account of their frequent occurrence. The objects which most 

often stick in tlie throat are fish bones, tooth brush bristles, 

I straws, ears of corn, coins, needles, false teeth, buttons, fruit 

I stones, &c 

Very rarely do they stick in the naso-pharynx. Cases, such as that 

recorded by Urbantschitsch, in which the branch of a panicle of 

oats made its way along the Eustachian tube into the middle ear, 

and thence to the external auditory meatus, are very unusual indeed. 

The most common occurrence is for sotne [x>inted object to stick 

in the isthmus of the fauces, or on the tonsils As yet 1 have only 

found fish bones here ; they often penetrate so deeply that only a 

■^very small piece can be seen ; if they are very large, they may lie 

I right across the pharynx. Besides the tonsils, the lateral walls of the 

pharynx, and the p>Tiform sinuses, are the places where foreign 

bodies are generally retained. Larger roundish objects generally 

remain behind the arytenoid cartilages, or stick between the tongue 

^aQd the epiglottis. 
The symptoms to which foreign bodies in the throat give rise are 
caused by the nature, size, and situation of the objects. Sharp 
pointed objects excite a continuous feeling of violent darting pain on 
swallowing and speaking; they cause injury to the mucous mem- 
brane, with secondary inflammation, hreniorrhage, cedema, ulceration, 
and abscess ; and by opening into an artery may cause a fatal result 
from hiemorrhage. Larger objects, which remain sticking in the 
laryngeal part of the phar}mx, besides causing difficulty in swallowing, 
Li^ve rise to breathlessness, and even to suffocation, from pressure of 
Bthe epiglottis on the aditus laryngis, or from oedema. 
' Foreign bodies may be retained in the pharynx and larynx for an 
inconceivably long time, without exciting any special symptoms. As 
a rule, however, anxiety drives the patient to the physician, with the 
request that the object be removed as soon as possible, which, of 
course, is the most rational thing to be done, after making sure the 
object is there. 

As very many errors are made in the diagnosis and treatment of 
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foreign bodies, I shall here mention shortly the most importann 
points. I 

Treatment. — When a patient comes to the doctor with a foreign body 1 
in his throat, he must briefly infoim him of its nature, size, and probable 1 
situation. Although the sense of locality in the throat is not great, I 
still, as a rule, the side on which the object is sticking can be correctly S 
indicated. A careful inspection of the throat, and a lan-ngoscopic I 
and rhinoscopic examination must now be made. If by these means J 
one does not succeed in seeing the object, it is probable, as happens J 
in nearly half the cases, that the foreign body is no longer in the 1 
throat, having been swallowed or coughed up; in some cases the 
patient for a long time feels as if it were still there, in consequence 
of the injury it has caused. But before this conclusion is come to, 
do not forget that two foreign bodies may have entered the throat, 
of which only one has been removed, while the other is still present ; 
and do not in any case neglect to [lalpate every part of the pharynx ] 
thoroughly with the finger, and to probe the sinus pyriformis. I have I 
very often succeeded in discovering and removing foreign bodies, I 
which have been deeply embedded in the mucous membrane of the | 
sinus pyriformis, touch being more certain than sighL 

The removal of sharp pointed objects is best accomplished by I 
means of a bent laryngeal forceps. When they are in the naso-phaiynx, J 
a long pair of ordinary forceps, or dressing forceps, does very well. 
Roundish objects, such as glass beads, coins, and buttons, when ' 
in the sinus pyriformis, must first be loosened with a bent hook- 
shaped probe, and brought into another situation before they can be 
extracted with forceps. When soft objects, such as pieces of food, 
bread, vegetables, or meat, stick in the upper part of the cesophagus, 
it is best to push them down into the stomach with the pharyngeal 
catheter; it is unjustifiable, however, to push hard objects with I 
corners directly into the oesophagus; here, under all circumstances, 1 
the flexible forceps, or the coin catcher, must first be brought into ' 
requisition. If symptoms of suffocation are threatening, one must 
not put off time with attempts at extraction, but proceed at once to ! 
perform tracheotomy. When the danger to life is removed, the search 
and removal of the foreign body may be proceeded with calmly and 
at leisure. If no threatening s>-mptoms appear, extraction may be •'. 
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postponed, particularly as many foreign bodies often become loosened 
without artificial help, and are ejected by coughing. 

Concretiotti which are situated in the tonsils, give rise to symptoms 

I similar to those excited by foreign bodies, viz., pressure, stinging pain, 
and difficulties in swallowing. After repeated attacks of follicular 
angina, there remain, as already mentioned, saucer and bowl-shaped 
holes and depressions, which are either on the surface of the tonsil, 
or correspond to the entrances of the lacunie. These depressions 
are very often divided into several compartments by cord-like 
cicatrices and bridges, and in them pieces of food lodge, and there 
calcify. Best known are the tonsillar plugs or thrombi, those yellowish- 
green, yellowish -white lumps, having a most offensive odour when 

I rubbed, which, by anxious persons, are presented to the physician 

. for examination as coughed-up pulmonary tubercle or diphtheritic 
membranes. By the precipitation of lime, they are changed into 
tonsil stones, which reach from the size of a pea to that of a walnut 

I They consist of carbonate and phosphate of lime, and have, as was 
before indicated, nothing to do with gouty deposits. Besides the 

I above mentioned symptoms, they give rise to frequent angina and 

I hypertrophy of the tonsils. 

The diagnosis can only be made, when pieces of the structures 

f come away, or when they can be seen and felt through the tissues. 
Treatmtnl. — The treatment must be directed towards filling up the 
depressions and openings in which the softer concretions and piece.s 
of food collect In some cases I was able, by breaking down the 
bridge-iike bands, and by exciting adhesive inflammation and obbter- 
ation by applying the galvanic cautery, permanently to remove the 
symptoms, and in others by amputating the fissured tonsils. Larger 
tonsi! stones must be enucleated by means of forceps or spoon- 
shaped instruments; if the tonsil is hypertrophic d, amputation is 
recommended, which here is best accomplished with a bistoury, as 

I with it one can get round the stone, while with the tonsillotome it 

' cannot be done without danger of destroying the circular knife. 
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NEOPLASMS AND TUMOURS. 

Neoplasms of the throa!, with regard to their frequency, take al 
subordinate position. 

By many authorities, adenoid vegetations are regarded as neoplasn 
of the naso-pharynx. We, however, have regarded them as forms o 
hypertrophy in a normal constituent part of the body, aod have! 
therefore discussed them in another place. 

Polypi of the naso-pharynx will be considered along with neoplasms! 
of the nose. 

Retro- pharyngeal sarcomata, which perforate the base of the skull, H 
and extend into the cerebrum and cavities of the nose, or cerebral 
tumours, which force their way through the sphenoid bone into the 
pharynx, are repeatedly described. Among the tumours of the 
naso-pharynx, fibro-mucous polypi, enchondromala, sarcomata, and J 
medullary sarcomata, are yet to be mentioned. I 

The sofi palate is a favourite situation of neoplasms. Mucous cysts, ' 
fibromata, lipomata, papillomata, and angiomata, especially those on 
the uvula and pillars of the fauces, are among the tumours occurring 
most frequently, while, according to Froelich, mjTiomata and 
adenomata occur very seldom indeed. The latter, called by Fon- 
negra encapsulated epitheliomatous glands, are always situated on 
one side of the middle line of the anterior surface of the sofl palate; 
they are developed from the submucous glands, and do not become J 
adherent in any way to adjacent tissues, Their outer surface is 1 
smooth or slightly tuberculated, their consistence compact and! 
elastic, their size varies from Chat of a hazel nut to that of a hen's I 
egg, they have a fibrous capsule, which renders their enucleatioaJ 
very easy. 

The tonsils too are often attacked, but, as it appears, more \ 
malignant neoplasms, such as sarcomata, cancroids, and epithelio 
mata ; nevertheless all kinds of benign growths also occur, and J 
amongst them fibromata, cysts, and echinococci. 

Tumours very seldom have their seat in the deeper sections of the \ 
pharynx. The papillary tumours recorded by Luschka and Sommer- 
brodt, and a plexiform sarcoma of the laryngeal section of the J 
pharynx described by Ehrendorfer, are stil! looked on as rarities ; I | 
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myself once observed a pedunculated fibroma on the pharj'ngeal 
side of the aryepiglottic ligament, and a diffuse flat papillarj' cancer 
on the posterior wall, which encroached on the larynx, and gave rise 
to bilateral paralysis of the recurrent nerve. 

The symptoms which neoplasms of the pharynx excite, are caused 
by their situation, size, and form. Smaller neoplasms on ihc soft 
palate and the tonsils are almost always without symptons, and are 
generally only discovered by accident. Larger neoplasms excite 
disorders of speech, difficulty in swallowing, and the sensation of a 
foreign body in the throat ; and when they come in contact with the 
inner surface of the epiglottis, ihey cause coughing, and afterwards 
difficulty in breathing. Malignant tumours of the tonsils give rise to 
the same symptoms as hypertrophy ; if they slough, and sometimes 
even before, they cause violent radiating i>ains in the ear ; they 
seldom remain localised, but generally encroach upon neighbouring 
parts, even reaching the external surface of the neck, as well as 
affecting the glands. The pains and difficulties in deglutition are 
very serious when the neoplasms are in the laryngeal part of the 
pharynx ; disintegrating cancers. produce fetor of the breath, profuse 
Kcrclion, and give rise to hiemorrhage, weakness, emaciation, and 
cachexia. 

The diagnosis is generally easy, especially for those who are 
practised in rhinoscopy and laryngoscopy ; but it is sometimes 
difficult to determine the histological structure of the tumours. 
Malignant neoplasms are always accompanied by swelling of the 
lymphatic glands. 

The prognosis depends upon the situation, si^e, and histological 
structure of the growths. 

Treatment.— Thai the treatment can only be operative, is easily 
understood. Small pedunculated neoplasms are removed by the cold 
snare, scissors, or Stoerk's guillotine, larger and more extensive ones 
with the galvancM:austic snare. Of course one acquainted with 
laryngoscopy is at a great advantage here, as well as in all manipu- 
lations. In malignant neoplasms, serious surgical operations, resection 
of the under jaw, or pharyngotomy, may be necessary, according to 
their seat and extent. 
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Exostoses of the spinal column and retro-pharyngeal goitre mtist 
considered amongst the tumours of the pharynx. 

Struma retro-pharyngta or aaessoria, called also rttroasophagea, 
developed in a preformed posterior horn of the thyroid gland, which 
penetrates from the superior, sometimes also from the inferior pole 
of the lateral lobules, backwards and inwards into the so called 
retro- visceral space at the level of the entrance to the larynx. 

As the disease develops gradually, there are no s)'mptoms at the 
beginning. As time goes on, there arise difficulties in swallowing, in.i 
that harder and larger pieces of food are swallowed with more diffi-, 
cully or are regurgitated, while fluids still pass easily, until ai last 
these, too, cannot any longer be swallowed. There is generally the 
feeling as of a foreign body in the throat, and in one case observed 
by Czemy radiating pains were present in the ear. As the swelling 
grows, difficulties of respiration set in, at first only on movement of 
the body, but afterwards even when at rest According to Kauf- 
niann, whose description I am following, attacks of suffocation some- 
times come on suddenly, due apparently to interstitial haemorrhage 
and momentary increase in the size of the tumour. By pressure on 
the nerves of the larynx, hoarseness may be caused, by pressure on 
the cricoid cartilage, paralysis of the abductors ; in a case recorded'-; 
of Weinlechner, considerable dilatation of the lowest section of thai 
pharynx was brought abouL 

On examination, the mirror shows a more or less considerable 
arching forward of the posterior and lateral walls of the larytigo- 
])haryngeal cavity. The swelling is round, has a complete smoothly 
nodular surface, the larynx is more or less pushed away from the' 
middle line towards the side, the arj'epiglotcic ligament arched in-, 
wards towards the lumen of the larj'nx, the glottis is narrowed, 
also is the trachea and the entrance to the oesophagus. Digital 
amination, which for the completion of the diagnosis should never be 
omitted, proves that the tumour is not sensitive to touch, and is of 
the consistence of the usual benign goitre, and that during swallow- 
ing it rises simultaneously with the swelling on the outside of the 
neck. 

According to Kaufmann, the most certain sign is, that the tumoiirj 
can be pushed towards one side, or altogether out of the throat, !^J 
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■the palpating finger, and made to appear externally on the neck at 
the level of the thyroid cartilage. 

The diagnosis is founded on the above mentioned condition, and 
on the fact, that tumours and abscesses arising from the periosteum 
of the spine, or from the prevertebral connective tissue, do not, or 
only to a slight degree, rise up during swallowing, and can be dis- 
placed towards both sides. The diagnosis becomes certain, when 
the part connecting the retro-pharyngeal tumour with the lateral 
swelling of the thyroid gland can be felt by palpation. 

The prognosis is most unfavourable ; for ahhough, for a long lime, 
bad symptoms are absent, or insignificant, nevertheless, at a later 
stage, symptoms threatening life almost always appear. 

Treatment . — Treatment is either palliative or radical. In any case, 
provided the symptoms are not too far advanced, a course of iodine 
should be energetically tried. Inunction may be combined with the 
internal administration of iodide of potassium (15 to 45 grains per diem) 
or the latter may be tried alone, along with the ice treatment proposed 
by M, Schmidt, by means of Leiter's refrigerating apparatus or of the 
more comfortable ice cravat. When difficulty of swallowing is very 
great, the patient must be fed by means of the cesophageal catheter, and 
when dyspncea comes on, tracheotomy must be performed. For the 
radical cure of the lesion, parenchymatous injections of iodine through 
the mouth have been proposed, but this is not to be recommended, 
as reactionary swelling always occurs, so that in cases where difficulty 
of breathing already exists, asphyxia might come on in a few hours. 
Chiari records a case, in which a simple exploratory puncture gave 
rise to difficulty in breathing, and to an abscess which was followed 
by pyremia, causing the patient's death. Since extirpation of the 
tumour from the mouth appears impracticable and unsatisfactory, 
there remains only excision from the neck. According to Kaiif- 
mann, this operation is to be i>erformed in the following manner. 

Through an incision extending from the anterior edge of the 
stemo-mastoid, and dividing the skin, plaiysma, and fascia, the omo- 
hyoid is reached, and is either partly or altogether cut through ; the 
superior thyroid artery is now tied above and below, and cut through. 
The tumour is next forced out of the pharynx, the fascia still invest- 
ting it along with its capsule is slit up as far as necessary, and the 
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enucleation completed by the finger: the remaining peduncle is 
ligatured, and the lateral lobe of the thyroid gland extirpated. 

DISEASES OF THE NERVES. 

Considering the extraordinary number of nerves in the pharynx, 
it cannot be considered remarkable, that they very often become 
diseased. 

We will begin, holding to the division of nerves into sensory and 
motor y with the neuroses of the sensory nerves. 

Anesthesia of the mucous membrane of the pharynx ^ may be either 
central or peripheral in origin. Among the central lesions, the prin- 
cipal are haemorrhages, tumours of the brain, encephalic deposits, 
sclerosis, atrophy, and bulbar paralysis. Anaesthesia of the pharynx 
also occurs after epileptic attacks, in the asphyxic stage of cholera, 
and in hysteria ; Jurasz observed it once along with motor paralysis 
after croupous pneumonia. But far most commonly it occurs as a 
sequel of diphtheria. Further, certain drugs, especially morphia, 
chloral, and bromide of potash, are well known to allay the sensitive- 
ness of the mucous membrane, whether applied locally or internally. 
According to Fr. Seitz, anaesthesia of the pharynx sometimes occurs 
after epidemic catarrh (influenza). 

The subjective symptoms consist sometimes in a feeling as of fur 
in the throat, often along with painful sensations (anaesthesia dolorosa;. 
Generally, however, no symptoms are present. 

The diagnosis depends entirely on objective examination. In 
unilateral anaesthesia, the affected half of the pharynx is insensible to 
mechanical, thermal, or chemical irritation, and as a rule the reflexes 
are either impaired or abolished. When bilateral, the mucous mem- 
brane is entirely and altogether insensitive. Diphtheritic anaesthesia 
is very often combined with unilateral or bilateral anaesthesia of the 
larynx. 

Treatment, — The treatment depends on the cause. When due to 
diphtheria, and when the larynx is also paralysed either as to motion 
or sensation, artificial feeding by means of the pharyngeal catheter is 
indispensable, to guard against food entering the lungs and setting up 
pneumonia ; unfortunately this too often miscarries on account of the 
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obstinacy and want of reason, not only of young, but also of older 
patients. The local application of eicctricity is also recommended, 
in both constant and induced currents, by means of Ziemssen's 
double electrode. According to von Ziemssen, subcutaneous injec- 
tion of strychnine {}:,-\ pro dosi) often exerts a beneficial influence, 
when all remedies have failed. 

By hyperasflicsia is understood that increased sensory irritability 
of the pharynx, which is manifested under the influence of stimulus, 
which can be traced as peripheral ; through irritation, increased sen- 
sation is called forth, which is either perceived a.s pain, or is accom- 
panied by reflex symptoms. Hyperesthesia of the pharynx is a very 
common symptom, as one may be convinced of any day, when 
examining with the laryngoscope ; it is often so very great, that not 
only touching the pharynx, but even approaching an instrument to- 
wards the mouth, or simply putting out the tongue, brings on most 
violent coughing, retching, and spasmodic paroxysms. Besides this, 
local diseases of the pharynx, acute and chronic catarrhs, general 
hypenesthesia, and psychical excitements, must be mentioned as 
etiological factors. 

Treatment. — Hypenesthesia of the pharynx is not easily accessible 
for efficient treatment ; but some result is soonest attained by frequent 
touching with the probe, spraying with cold water, cold gargles, or 
painting with tannin or with Mandl's solution. Jurasz recommended 
painting with the following : — 

»R Potass, bromid grs. 20 

veL Chloral hydraL grs. 20 

AquK destiL Ji 

Morph. mur. g''- K 

In conclusion, I must say, that I have never succeeded in produc- 
ing anjesthesia of the pharynx or larynx by the local application of 
ether or chloroform. 

Pure neuralgia of the pharynx is very rare. Still I have seen 
several indisputable cases ; they occurred, however, only in hysterical 
women, who, although the mucous membrane was perfectly normal, 
complained of violent attacks of darting lancinating pains. Distinct 
painful points can almost always be discovered ; in several, the parts 
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at the side of the hyoid bone, or the larynx and trachea, were sei 
to pressure, and in another, a circumscribed spot on what apj 
lo be a perfectly normal right tonsiL 

Parasthesia is undoubtedly the sensory disturbance which occi 
most frequently in the pharj'nx. 

By this term is understood abnormal sensations, which generally 
assert themselves as burning, tension, irritability, dryness, rawness, 
itching, or as the feeling of the presence of a foreign body. Aa 
regards the last, the most manifold differences are met with, accord- 
ing to the stage of development and amount of attention given to it 
by the patient. Sometimes it is a piece of bone, or a fish-bone, a 
hair or a bit of glass, or a needle, sometimes a grain of sand or dust, 
that is said to be sticking in the throat. The best known is the feeU 
ing of a ball rising up and down in hysterical persons (globus hj-stft- 
ricus), or the complaint of a burning pain or feeling of icy coldnes*. 
during insjiiratioa Most patients inspect their pharynx dally, some-. 
times hourly, finger their larynx, and become quite bewildered by 
noise it makes when it moves during swallowing. Whether or notl 
the perverted sensations — especially the feeling of tension- 
caused, as A. H. Smith maintains, by paresis of the floor of the' 
mouth, must remain uncertain. 

Paresthesia is a constant accompaniment of chronic catarrh of 
pharynx, and it is often met with after removal of foreign bodies, or 
in consequence of extremely insignificant changes in the mucous 
membrane. Pure paraathesia, independent of disease of the mucous 
membrane, most frequently occurs in hysteria and hypochondriasis, 
in the latter case, as I can affirm with Jurasz, generally in conse^l 
quence of reading medical books, or from fear of diphtheria, or the' 
re-appearance of former healed syphilis. Those classes are most 
severely attacked, whose occupation demands excessive use of the 
vocal organs, as also are anaemic and chlorotic persons, women who 
suffer from gastric or uterine disease, and persons of both sexes who 
are easily excited ; more rarely it is caused by diseases of the brainy 
or by bulbar paralysis. 

The course of the disease is very chronic ; there is no affection 
which tries the patience of the patient, and of the physician, more 
than this. 
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Treatment. — The treatment ofparEesthesia and neuralgia must, in the 
I first place, be directed towards ihe cause of the affection. Pharyngeal 
■' catarrh, and other local affections, which may not be apparent, also 
anjemia and chlorosis, must be removed. One may often succeed in 
curing fundamentally and finally the hypochondriac and the fearful by 
a little sensible instruction, or by taking away the now so abundantly 
circulated popular medical rubbish. In general nervousness, or in 
hysteria, the inward administration of drugs which act upon the 
nerves is recommended, although they generally only produce tem- 
porary benefit, especially bromide of potassium (grs. 45-75 daily); 
also valerianate of zinc and arsenic. For globus hystericus Roth 

• recommends 20 drops of tincture of pyrethrum root. I have seen 
good results from mild hydropathic treatment— rubbing, shampooing, 
lukewarm baths, associated with the cold shower, douches, salt or sea- 
water baths. In every case a trial of galvanism is indicated ; the 
positive pole is laid on the soft palate, or on the posterior wall, the 
negative on the skin of the neck near the hyoid bone, or on the pain- 

Iful spot ; others recommend the application of the electrodes in the 
opposite way. The internal or subcutaneous administration of nar- 
cotics is to be particularly avoided, as in nearly all cases they do no 
good, and, moreover, there is always the danger of converting the 
patient into a morphinist. 
To be regarded as a vasomotor neurosis is the reddening and 
injection of the mucous membrane of the pharynx, first observed by 
Rossbach ; it comes on suddenly, lasts from several minutes to half 
an hour, and then goes off again, leaving the mucous membrane 
normal in colour. The persons thus afTected suffered from pro- 
nounced hypera^sthesia of the cesophagus ; and although no imme- 
diate connection of the latter with the injection of the mucous mem- 
brane could be proved, still Rossbach believed that to some extent 
a connection existed between the two conditions, as both the sensory 
nerves of the throat and their centres, were (in the same manner as 
the vasomotor), unusually easily excited. 

Disturbances of the motor nerves occur almost as frequently as 
those of the sensory. 

They are thus divided i increased mobility or spasm, and diminished 
mobility or paralysis. 
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Spasm of the muscles of the soft palate^ of the constrictors^ and of 
the first part of the oesophagus^ are disorders which seldom occur. 
As already remarked, they sometimes occur reflexly in the course of 
chronic pharyngeal catarrh; in tetanus and hydrophobia they are 
never absent, and more rarely they occur as consequences of brain 
diseases, particularly of irritable conditions, and of hyperaemia of the 
brain and its membranes. They are most frequently tonic, especially 
in hysterical persons (dysphagia hysterica); clonic spasms of the 
pharynx are unusually rare, sometimes they attack individual muscles 
of the soft palate, as the communications of Bock, Moos, Politzer, 
and Schwartze have shown, sometimes all the muscles of the palate, 
as occurred in a case observed by Kiipper. A rhythmical rising of 
the larynx, of the floor of the mouth, and of the soft palate, was seen 
in this patient, while, at the same time, the pillars of the fauces 
approached one another ; during the spasm a peculiar sound could 
be heard, not unlike that produced by rubbing the finger nails against 
each other. 

Paralyses oj the pharyngeal muscles are clinically of most import- 
ance. 

They are usually of central origin ; acute and chronic diseases of 
the brain, especially those which lead to compression of the vagus, 
spinal accessory and glosso- pharyngeal nerves, also degenerative 
atrophic processes of the brain, such as bulbar paralysis, locomotor 
ataxia, and progressive muscular atrophy, are the most frequent 
causes. Facial paralysis, too, is in some cases followed by motor 
disturbances of the soft palate. Among the peripheral causes, 
diphtheria takes the first place, then come local diseases, which 
give rise to functional disturbances by serous infiltration, and inflam- 
mation of the muscles, and must be separated from paralyses proper. 
Sensory and motor paralysis very often occur simultaneously. 

Paralysis of the soft palate occurs most frequently; it may be uni- 
lateral or bilateral, partial or complete. When unilateral, the soft 
palate and uvula are drawn towards the non-paralysed side, the arch 
of the fauces on the aff*ected side is abnormally large and wide, that 
of the sound side being narrow and small ; during phonation there 
is distinct distortion towards the healthy side. In paralysis of the 
uvula, a symptom frequently accompanying acute pharyngeal and 
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laryngeal catarrh and paralysis of the voca! cords, it in like manner 
inclines to the sound side. 

In bilateral paralysis of the soft palate, the uvu!a hangs down 
loosely, and shows no trace of active movement, but during respira- 
tion it is moved backwards and forwards like a loose curtain. During 
phonation in partial paralysis, a slight movement upwards of the palate 
can be noticed ; when the paralysis is complete, it remains absolutely 
immoveable. 

The diagnosis of paralysis of individual muscles of the soft 
palate, first attempted by Duchenne, is still, even now, hardly 
possible. 

Paralysis of the anslrictors, with or without participation of the 
soft palate, and of the cesophagus, is generally a sequel of diphtheria, 
or of bulbar paralysis. 

If the paralysis Is limited to the constrictors, it first manifests itself 
during the act of swallowing. Hard pieces of food pass over the 
dorsum of the tongue, but stick at its root and in the epiglottic fossa, 
and must, if they do not succeed in going further, be removed with 
the fingers, on account of the difficuhies of respiration which arise. 
Fluids easily fall into the larynx, and excite coughing and choking. 
^Vhen the paralysis is unilateral, patients are unable to swallow the 
food passing down the paralysed side. If the superior constrictor of 
the pharynx alone is paralysed, the food may be returned through 
the nose, since it, along with the sofi palate, effects the closure of the 
naso-pharynx. 

The disturbances taking place in complete bilateral paralysis of the 
soft palate are very remarkable. Speech is nasal, some words can 
hardly be understood, and the indistinctness reaches its highest 
degree, when, as occurs in bulbar paralysis, the tongue and lip are 
also paralysed. As it is impossible to shut off the naso-pharynx from 
the mouth, it is easy to understand how the food comes to be ejected 
through the nose. 

Treatment. — The treatment of paralysis of the cesophagus must be 
mainly electrical. Although many paralyses, such as those following 
diphtheria, resolve of themselves, still their cure may be accelerated by 
means of electricity. The constant current is preferable to the inter- 
rupted, the positive pole is placed on the cervical vertebra, while the 
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negative is moved along the neck close under the angle of the lower 
jaw, or still better, is placed directly on the paralysed muscles inside 
the pharynx. The already mentioned subcutaneous injections of 
strychnine are also of great benefit in these conditions. 
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ANATOMICAL AND CLINICAL INTRODUCTORY 

REMARKS. 

The nose may be considered as a cavity, widely open both in front 
and behind, and divided into two halves by a thin partition or 
septum. The posterior division is on all sides surrounded by bone, 
while the anterior, or the external nose, is made up of bones and of 
non-vascular cartilages. 

The external nose has as its framework several hyaline cartilages, 
which are united to one another, and to the pyriform aperture, by 
strong connective tissue. Connected with the cartilage of the septum, 
which occupies the quadrangular space between the vomer and the 
perpendicular plate of the ethmoid bone, are the triangular cartilages. 
According to Riidinger, these cartilages go to form the anterior curved 
lamellae of the cartilage of the septum ; inferiorly they are connected 
with the cartilages of the alae nasi in such a way, that the latter 
form a wide arch, and can be pushed over the upper cartilages. Both 
cartilages of the alae nasi are firmly bent forwards and inwards, so 
that the inferior end of the cartilage of the septum can be felt in the 
furrow between them. In the angle between the inferior alar carti- 
lage and the triangular cartilage lie the sesamoid cartilages — several 
small cartilages which are embedded in dense fibrous masses. The 
external nose is supported on the nasal bones, two longish quadrila- 
teral bones meeting in the middle line, which form the convex bridge 
and root of the nose. At their place of union above, the perpendicu- 
lar plate of the ethmoid bone runs backwards, and the cartilage of 
the septum downwards. The frontal processes of the superior maxil- 
lary bones also take part in the formation of the nose. Their inner 
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surfaces, as well as those of the nasal bones and their cartilages, whe3 
covered with mucous membrane, form the anterior superior wall oA 
the nasal cavity. The external skin of the nose is characterised by 
the abundance of sebaceous glands in it, which form the well-known 
comedones when their contents become pent up. Tbe muscles 
which dilate and contract the nostrils are the levator alse nasi, the 
depressor alfe nasi, the levator alas nasi proprius, and the compressor 
narium minor. The arteries of the externa! nose spring from the 
branches of the facial artery; the dorsal artery of the nose, the ex- 
ternal maxillary, and branches from the ophthalmic, also supply the 
externa! nose, The veins are more numerous. They unite with 
the anterior facial veins, and according to Rudinger a venous 
plexus lies symmetrically at the entrance of the nares, deep under the 
skin, into which plexus the blood of the anterior part of the nares 
(lows. The muscles of the nose receive their nerve supply from the 
facial ; the sensory nerves of the skin are branches from the infra- 
orbital, those supplying the skin of the tip of the nose spring fromv 
the nasal branch of the first division of the trigeminus. B 

Several bones take part in the formation of the nasal cavities. V 

The superior wall, or roof, is formed anteriorly by the two nasal 
bones, in the middle by the ethmoid, and posteriorly by the anterior 
wall of the sphenoidal sinus. The inferior wall, or floor of the 
nose, is formed by the palatine process of the superior maxilla and 
the horizontal plate of the palate bone. The floor of the nose is 
smooth, and somewhat sloping from before backwards. The inner 
wall consists of the septum ; its bony part is formed by the vomer, 
the vertical plate of the ethmoid, by the crests of the palate and 
superior maxillary bones ; its cartilaginous part by the cartilage septi, 
which very often exhibits changes of form, chiefly bulging and exos- 
toses. The outer wall is the most complicated. It is formed by the 
superior maxilla, the palate bone, and the wing-like processes of the 
sphenoid. Zuckerkand! distinguishes an upper part, reaching to the 
insertion of the inferior turbinated bone, and a lower, reaching from 
the inferior turbinated bone to the floor of the nose. The upper 
part, behind the frontal process of the superior maxilla, is provided 
with a large irregular cavity, which is covered by the pterygoid 
process of the palate bone, the ethmoid process of the inferiorj 
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turbinated bone, and the unciform process of the ethmoid bone. 
From thence to the base of the skull, the os planum of the 
ethmoid bone and the lachrymal bone form the outer wall. In the 
outer wall are several lacunse, varying in number, form, and size, 
which are covered over witli mucous membrane ; the largest, a half- 
moon-shaped opening two centimetres long, is called the hiaUn stmt- 
lutiaris, or ethmoidal fissure, and leads into a funnel-shaped cavity 
called the infundibulum, which, in its anterior and upper part, is in 
connection with the frontal sinus, and at its inferior and posterior 
part with the maxillary sinus by means of the ostium maxillare. 

The most important formations on the lateral wail of the nose are 
the turbinated bones. 

The largest, the inferior turbinated bone, is an independent thin 
bone of the face, which is attached to the inner surface of the upjier 
jawbone, and whose inferior border is free and extends into the nasal 
cavity. The space which remains free between the inferior turbinated 
bone and the septum on the one side, and the floor of the nose upon 
the other, is the inferior nasal meatus, the size of which mainly 
depends upon the configuration of the inferior turbinated bone, and 
through which are introduced all instruments which are used in 
operating on the nose and naso-pharynx. Under the inferior tur- 
binated bone, there is a little oval opening extending outwards and 
forwards, which is the efferent duct of the naso-lachrj'mal canal. The 
middle turbinated bone is a part of the ethmoid, and is placed not 
only higher but also further back than the inferior, and its anterior end 
reaches free into the nares ten or twelve millimetres. Its inferior border 
is generally broad and flat, and forms, with the anterior border, a 
more or less obtuse angle. The free space, which extends downwards 
from its inferior border to the inferior turbinated bone, is the middle 
meatus of the nose ; the narrow space lying between it and tlie 
septum is called the olfactory fissure, and contains in its mucous 
membrane the endings of the olfactory nerve. The olfactory fissure 
is sometimes entirely closed by thickening over the middle tur- 
binated bone, or from deviations of the septum. In the middle 
meatus lie the orifices of communication of the maxillary and frontal 
sinuses. The smallest of the turbinated bones is the superior ; it is 
also a part of the ethmoid, is still shorter, and less twisted than the 
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middle, and is only differentiated from the latter in its middle and 
posterior thirds ; anteriorly the two bones coalesce ; if the superior 
turbinated bone be divided, then there comes to be a more superior 
or fourth turbinated bone, which, according to Zuckerkandl, is alwaji.J 
present in new-born children. The space between the middle a 
superior turbinated bones is the superior nasal meatus ; into it tl 
ethmoid cells open with numerous orifices ; above and behind t 
superior turbinated bone is the small aperture of the sphenoidal sintd 

From a clinical point of view the mucous membrane of the nas 
cavity, especially the part, the seat of the sense of smell, called 
the olfactory or Schneiderian membrane, is of very great interest 
The mucous membrane, connected anteriorly with the skin of the face 
and posteriorly with the mucous membrane of the pharynx, covers the 
septum, turbinated bones, and ail cavities uniformly, and is very closely 
connected with the underlying tissue, especially that of the turbinated 
bones. A characteristic of the normal mucous membrane of the nose, 
is the impossibility of making deep impressions in it with a probe, or 
of pushing it up in front of the probe ; it is so closely connected with 
the periosteum, that nowhere can the two be distinctly separated from 
each other. The mucous membrane has at its superior part, the olfac- 
tory region, ciliated epithelium ; at its lower part, the respiratory region, 
it is invested with pavement epithelium. The nasal mucous membrane 
is abundantly supplied with nerves, blood-vessels, and glands. 

The nerves of the nasal cavity are partly sensory nerves and partly 
nerves of smell. The former spring to a large extent from the first 
and second branches of the trigeminus (the sph en o- palatine nerve, tits j 
Vidian nerve, the naso-palatine nerve, the nasal branch of the ophthat'B 
mic nerve, and the anterior palatine nerve), and possess in an C 
traordinary manner, the power of accomplishing the most varied phy- 
siological and pathological reflex actions, and of transmitting them to 
other nervous regions. 

The olfactory nerve is exclusively the nerve of smell. 

It lies in a furrow on the inferior surface of the anterior lobe of tfi 
brain ; anteriorly it converges towards that of the other side, and 
the cribriform plate of the ethmoid bone enlarges into a somewhat oval 
bulb, the bulbus olfactorious, from the under surface of which proceed 
two rows of thin white fibres, which enter the nasal cavity through i 
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the apertures in the cribriform plate. Here they form networks, which 
stretch downwards on to the septum and the inner surfaces of the two 
upiier turbinated bones, and send brush-like fibres arranged in groups 
into the mucous membrane. These fibres change into the olfactory 
cells, which consist of oval cell bodies with distinct nuclei, and termi- 
nate in fine rhabdoidal processes. 

Blood vessels are also very numerous in the nasal mucous mem- 
brane. The richer in blood a part is, the thicker it appears. While 
the mucous membrane in the olfactory region is thin, it attains a 
very considerable thickness on the inferior and middle turbinated 
bones, and especially on the anterior and posterior ends of the inferior 
turbinated bone. Here the bone is covered with cavernous spongy 
tissue, the trabecular framework of which consists of parallel con- 
nective tissue fibres with distinct contours, with connective tissue 
corpuscles, and numerous elastic and muscular fibres. Within the 
trabecular framework lie very numerous vascular spaces, lacunae and 
veins, which penetrate the bones by numerous small apertures. 
According to Zuckerkandl, the function of the spongy tissue is to 
regulate the size of the nasal cavity, and to prevent any abnormal 
dilatation of it ; the great abundance of bloodvessels in the spongy 
reticulum, and the compactness of their situation, further serves to 
keep the mucous membrane warm as well as moist. The blood of 
the spongy tissue flows, on the periosteal side of the mucous mem- 
brane, through numerous canals in different directions towards the 
face, the palate, ihe pterygo-palaline canal, and the naso-Iachrj'mal 
canal. Of great clinical importance is the fact that the spongy tissue 
may suddenly increase and decrease in volume, on account of the 
most different kinds of irritation, even in distant organs ; very often 
there suddenly appear red nodular swellings obstructing the nose, 
which after a while disappear and leave no trace. The increase and 
decrease of swelling in the cavernous tissue is produced through 
the facial nerve, and specially the spheno-palatine ganglion. 

The veins of the nasal cavity accompany the arteries; they are, how- 
ever, more numerous and larger, and communicate with the facial and 
ophthalmic veins ; some of them are transmitted through the ethmoid 
plate and the foramenccecum into the longitudinal and coronary sinuses. 

The arteries reach the nasal mucous membrane from several 



2o6 DISEASES OF THE NOSE. 

sources. The spheno-palatine artery, with its post-nasal branches 
and the branch to the posterior part of the septum, springs from the 
pterygo-palatine artery ; the anterior and posterior ethmoidal arteries 
from the ophthalmic, and the artery to the anterior and posterior 
parts of the septum from the external maxillary. They form numer- 
ous anastomoses, and pass into the spongy tissue on the inferior tur- 
binated bone, in which, however, the veins predominate. 

The lymphatic vessels of the nose unite, according to E. Simon, 
into a common trunk, which runs between the anterior end of the 
Eustachian tube and the posterior end of the turbinated bone. 
Here they form a network, from which two or three branches spring ; 
these extend backwards and outwards between the levator and tensor 
veli palati, whence the one branch passes along the outer wall of 
the pharynx, between the internal carotid and the stylo-pharyngeus 
muscle, into one of the lymphatic glands lying in front of the spinal 
column ; the other penetrates the digastric, passes outwards from the 
lingual nerve, and divides into two branches, which open into two 
lymphatic glands situated below the stemo-mastoid. 

The number of glands scattered throughout the nasal mucous 
membrane is very great. In the olfactory region they are long and 
tubular, with lateral expansions, others again are acinous ; they 
are largest and most numerous on the turbinated bones, smaller and 
less abundant on the septum. 



In close communication with the nares are the accessory cavities^ 
sinuses^ or pneumatic spaces. 

The largest of these is the maxillary sinus, or antrum of Highmore. 
Its shape is that of an irregular pyramid, its apex being towards the 
zygomatic process ; its lateral walls are formed by the orbital cavities 
and the lateral plates of the superior maxillary bones ; its base, or 
inner wall, which separates it from the nasal cavity, consists of por- 
tions of the superior maxillary, palate and inferior turbinated bones, 
and the unciform process of the ethmoid bone. It communicates 
with the nose by a round or slit-shaped opening, the lumen of which 
varies very much. The opening lies at the level of the anterior 
end of the middle turbinated bone, in the middle meatus ; there is 
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often a second aperture of communication below the centre of the 
middle turbinated bone. According to Reschreiter, the antrum of 
Highmore in men, always reaches a lower level than the nasal cavity. 
The lining membrane of the antrum contains acinous and tubular 
glands, and serves partly as mucous membrane, partly as the matrix 
of a periosteum for the walls of the cavity. 

Ttve frontal sinus resembles a three-sided pyramid, whose apex is in 
the ascending part of the frontal bone, and whose base is formed by the 
upper surface of the orbital plate. Its form and size is very variable; 
it often extends only very slightly beyond the level of the superciliary 
ridge, and in a horizontal direction reaches only as far as the anterior 
section of the orbital roof ; sometimes the frontal sinus extends out as 
far as the zygomatic process of the frontal bone, reaches far up into the 
squamous portion, and communicates with the large pneumatic spaces 
which occupy the orbital roof In many persons the frontal sinuses 
are very small and scarcely to be distinguished, in others altogether 
absent, and often they are very unequally developed in one and the 
same person ; they communicate with the nose by an opening, which 
is situated under the anterior end of the middle turbinated bone. 

The sphenoidal sinus has a very obscure situation. Its anterior, 
upper, and lateral walls are thin and compact, while on the posterior 
and inferior wall there is a layer of spongy osseous tissue ; sometimes 
the sinus is separated from the cranial cavity by a thick lamella of 
bone. Sometimes it is altogether wanting, while in other cases it is 
unusually large, and sends expansions into the basilar process of the 
occipital bone, and into the large and small wings of the sphenoid 
bone. Its aperture of communication with the nose is situated above 
and behind the superior turbinated bone. 

The air (ells of the ethmoid or ethmoidal sinuses are of subordi- 
nate importance. 

They are situated in the lateral masses of the ethmoid, and con- 
sist of celts of very varied size and number, which communicate with 
one another and also with the nasal cavity, and are divided into the 
anterior, middle, and posterior cells. The lateral cells are often so 
markedly developed as to arch forward the orbital roof The middle 
and posterior cells open into the superior nasal meatus, the anterior 
open towards the concave surface of the middle turbinated bone. 
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The physiological significance of these accessory cavities has not 
yet been explained. While some believe that they are there only to 
lessen the weight of the skull, others consider that their function is to 
secrete a mucous fluid, by means of which the nose is kept moist 

Braune and Clasen look upon the former opinion as improbable, 
because the skull, when these cavities are filled with osseous tissue 
instead of air, proved to be only a trifle heavier, scarcely worth con- 
sidering. Against the other opinion may be placed, not only the 
nature of the mucous membrane of the sinuses, which is very thin, 
poor in vessels, and unsuitable for a regular production of mucus, 
but also the high situations of the openings, out of which the secre- 
tion could only flow when the body was in an unusual position. 
They believe, therefore, that these cavities serve for the better per- 
ception of smell. They found further, that on inspiration there was 
a rarefying of air in the accessory cavities, on expiration, a condensa- 
tion of the air. 

Paulsen also obtained similar results. He found that under 
ordinary circumstances, when a continuous current of air was passing 
through, the exchange of air in these cavities was a most insignificant 
one, but that it at once becomes more plentiful when the current of 
air is from time to time interrupted, or, as under normal circum- 
stances, is directed at one time inwards, at another outwards. 
Kessel has a peculiar idea. He says that the nose and its accessory 
cavities, along with the middle ear and the cells connected with it, 
form a system of spaces lying round about the anterior and middle 
cerebral lobes, which supply the latter with vapour, carbonic acid, 
ammonia, and warmth, and precisely on account of these products, 
may be looked upon as the respiratory organs of the anterior and 
middle lobes. 

METHODS OF EXAMINATION. 

In the examination of the nose two methods are employed: 
inspection from in front, or anterior rhinoscopy ; and inspection from 
behind, or posterior rhinoscopy. Although the latter method may 
furnish important details concerning the naso-pharynx and the 
posterior part of the nasal cavities, yet to the former method, 
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it., anterior rhinoscopy, is imputed the greater significance. But to 
make the examination complete, both methods should be employed 
in every case. 

For anterior rhinoscopy certain instruments are necessary ; a nasal 
speculum (Fig. 4), whatever be its form or construction, is used to 
dilate the nostril, and thus allow the entrance of as much light as 
jrassible. As practice and custom influence so much the choice of a 
speculum, it makes it all the more difficult to say which of the many 
varieties deserves the preference, whether that of Jurasz, or that of B. 
Frankel, or those of Duplay, Bresgen, Voltolini, and Zaufal. I myself 
siill use the instrument I had when I first studied rhinoscopy; it is 
a Kramer's ear speculum with two blades, which open out when pres- 
sure is made on the handles, and close again by a spring. I con- 
sider it a great advantage that the position of the branches can be 
modified, by increasing or lessening the pressuie at any moment, 
without the assistance of the other hand, a comfort also felt by the 
patient, particularly when the operation lasts for some lime. After 
the light has been concentrated by the forehead mirror, in the same 
way as in laryngoscopy, the handle of the speculum is held in the 
palm of the left hand, so that the dorsal surface of the fingers is 
turned towards the patient's face. The speculum, having been warmed 
over the lamp in cold weather, is now introduced into the nostril to be 
examined one or two centimetres, and the branches separated from one 
another. The hairs which sometimes interfere with the view are, if 
necessary, pushed to the side by slightly rotating the speculum. It 
is recommended not to introduce the point of the speculum further 
than the anterior end of the inferior turbinated bone, in order that 
morbid changes of the same may not be concealed. With the right 
hand now laid on the top of the patient's head, it is necessary' for the 
examination of the direction of the inferior turbinated bone, as well 
as of the inferior meatus, the floor of the nose, and the lower part of 
the septum, to bend the patient's head a little forwards and down- 
wards ; for the examination of the middle turbinated bone, the 
middle meatus, and the upper part of ihe'septum, the head must be 
horizontal ; and for that of the nasal roof, backwards and upwards ; 
while at the same time, the axis of the speculum is made to follow these 
movements of the head. To allow the patient to choose the position 
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of the head is useless and a waste of time ; any collected secretion or 1 
blood must first be removed, by blowing the nose or by syringing. It 1 
is often impossible to avoid causing slight haemorrhage, even in thefl 
most careful examination. 

The nasal septum appears as a reddish yellow, more or less I 
straight, vertically situated plate ; the inferior turbinated bone, as a 1 
hemispherical, sometimes fiask -shaped reddish prominence ; and the 1 
floor of the nose as a flat or slightly hollow furrow. The middle J 
turbinated bone is situated higher and further back, and nearer the 1 
septum, so that one is not often in a position to follow its inner I 
surface very far back. The inferior meatus is normally the widest, ] 
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ihe middle less wide ; the superior turbinated bone and the superior 
meatus cannot be seen from in front. 

Ttie numerous varieties of internal contour met witli in the 
nose are discussed under "Malformations and other Anomalies of the 
Nose." For the present, it is enough to mention that it is often 
most difficult for the beginner to malce out properly what is seen. 
How far it is possible to see into the nose depends on each individual 
case ; straight and wide noses often allow the whole interior to be 
seen, while, when the space is encroached on, it is often only possible 
to see the anterior end of the middle turbinated bone, or perhaps 
not even so much. 

That the examination by means of Zaufal's speculum, which was 
previously described, may also furnish valuable conclusions, does not 
require to be specially noted. 

Palpation by means of a probe is quite indispensable for an exact 
examination of the nose ; it may not only reveal to us whether 
the inspected parts are normal or diseased, but also helps to deter- 
mine the condition of the mucous membrane, and the manner in 
which all kinds of neoplasms are attached to it. It is also useful for 
diagnosing foreign bodies, concretions, and affections of the bones, and 
for pushing aside any portions of the mucous membrane which are 
swollen and obstruct the view. For this last purpose the nasal 
spatula invented by Zaufal is much to be preferred ; it is a broad, 
plane -con cave, hollow probe, and with it the hypertrophied and 
relaxed mucous membrane may be compressed and pushed aside. The 
application of this instrument, of whicb a special one is required for 
each nostril, is less uncomfortable for the patient, than that of 
specula with very long blades, which are introduced far into the nose ; 
besides, it is often of great use in operating. 

For the diagnosis of nasal affections, the senses of smell and 
hearing are also brought into requisition. The former gives us in- 
formation during expiration through the nose, whether or not the 
nose contains products of decomposition, and the latter instructs 
us as to the condition of the voice, nasal timbre, etc., as well as to 
the permeability of the nose, in that it recognises whether the 
respiratory murmur is changed (as in stenosis) or altogether 
n wan ting. 
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The formerly practised percussion of the nose has now become 
unnecessary, owing to the modern methods of examination. 

GENERAL THERAPEUTICS. 

In treating all cases of disease of the nose, cleansing is the first 
essential. 

In poor practice, and also otherwise under special circumstances, 
the snuffing up of fluid is the simplest method, but at the same time 
the least efficient. The patient is allowed, either directly to draw 
fluid up into the nose from a glass (" drink through the nose "), or 
to draw it up from the hollow of the hand, while the head is bent 
backwards. For awkward people, or for children, a spoon or a small 
beak-shaped vessel, the so-called " nose bath," is best suited for in- 
troducing the fluid into the nose. Politzer uses the nasal bath for 
the application also of various remedies. Puricelli allows the naso- 
pharynx to be filled while the patient says " ah ; " von Troltsch 
and Mosler recommend that the gargle be thrown out through the 
nasal fossae. 

Apparatus specially designed for cleansing the nose, are called 
nasal douches. 

Weber's nasal douche is by far the most commonly used. It is 
simply an indiarubber tube, i to 2 metres long, provided at one end 
with a perforated metal plate, which is placed at the bottom of the 
vessel containing the fluid to be employed, and at the other with a 
conical or olive shaped nozzle, which is introduced into the nose ; 
and as the apparatus is on the syphon principle, the fluid must first 
be drawn through the tube. 

The irrigator is a very practical apparatus, because it can be put 
to other uses (enema, uterine douche, and stomach tube), and consists 
of a tin vessel of any size, which is hung up on the wall, the outflow 
tube of which may be furnished with a stop-cock or not as desired. 

In order to propel the fluid with greater force into the nose, and 
to remove the often extremely tough secretion, syringing is required, 
either with a piston syringe, or one acting by suction and pressure, 
the latter being known as the English, or Davidson's enema syringe. 
It consists of a balloon with a valve apparatus, which has at each of its 
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conical ends a tube J^ to J-^ a metre in length; one end weighted with 
lead is placed in a vessel, the bone nozzle of the other tube, which Is 
the longer, is pushed into the nostril, brought into a horizontal 
direction, and laid gently against the septum. After the air is re- 
moved by pressure on the balloon and water is sucked in, the fluid 
s driven into the nose by slow and regulated pressure. 

Other instruments used for cleansing the nose, are the steam in- 
haler and the cold spray with larger apertures than usual, particularly 
when the nose is completely impermeable, or in paralysis, defects 
and perforations of the soft palate. 

With every kind of nasal douche, the soft palate contracts from the 
stimulus of the fluid pouring in on it, and thus the naso-pharynx is 
shut off from the mouth, and fluid syringed in flows out by the other 
nostril. If the douche is too long applied, the palate relaxes, and a 
part of the injected water gets into the mouth and phar)'nx, or is 
swallowed, an event which must be carefully avoided with some 
remedies, particularly the much used chlorate of potash. 

As regards the temperature of the fluid, there is great diversity of 
I opinion. While some recommend fluids very warm, at blood heat, or 
' lukewarm, others use cool or even quite cold water. While too 
r favours congestion of the nose, quite cold water causes an 
extremely unpleasant burning and painful sensation, hence a middle 
course should be taken, and water at 77° F. should be begun with, 
and gradually cooled down to lower temperatures. In this way 
the mucous membrane not only becomes contracted but gradually 
hardened. It is self-evident that the higher temjicratures should 
principally be applied in winter, the lower in summer. 

The quantity of fluid to be used depends on the nature and 
amount of the secretion. Fluid or semi-fluid exudation can be more 
quickly removed than thick or hardened dry secretion. In the former 
case therefore from \i to i litre will be required, while in the latter 
several litres are usually necessary. Enormous quantities, 20 litres, 
and even a whole bucketful, have been used without harm, but 
also without effect. As a rule, one to three applications are enough 
each day. 

But more important than quantity and temperature is the quality 
of the injected fluid. 
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I entirely agree with Bresgen, Gottstein, and others, and use the 
nasal douche only as a palliative, that is to say, for cleansing, and not 
as an actual remedy. On this ground therefore I only order solvents, 
either natural alkaline and saline waters, or i to 2 per cent, solutions 
of carbonate of potash, bicarbonate of soda, chloride of sodium, muri- 
ate of ammonium and sulphate of soda ; in diphtheria, diluted lime 
water, and also disinfectants, or rather deodorisers. First stands 
chlorate of potash in i to 3 per cent, solution ; also permanganate of 
potash, grs. 1-2 J^ to Ji of water; J^ to i per cent, carbolic acid, 2 
to 4 per cent, boracic acid, 2 to 4 per cent, benzoate and salicylate of 
soda solutions, and salicylic acid or thymol, gr. ^ to Ji of water. 

From astringents such as tannin, alum, sulphate of zinc, and nitrate 
of silver, I have seen little good and often harm result ; apart from 
the loss of smell they have several times been observed to cause 
(especially zinc sulphate, even when diluted to i in 1000), irritation of 
the mucous membrane, burning and lachrymation, and violent sneez- 
ing and headache, have been excited. 

If patients find cleansing of the nose painful with harmless 
remedies, and complain particularly of headache, one may be quite 
sure that they use the douche in a clumsy and wrong manner. 
The error consists, apart from the temperature being too high or too 
low, in driving the fluid too strongly into the nose, so that the very 
sensitive branches of the trigeminus become irritated 

With Weber's douche, and also with the irrigator, the height of the 
stream of water should not at first exceed 5 centimetres. When 
using the syringe, too, the pressure used at first must be very slight, 
and then regularly and gradually increased. An even commoner 
mistake is, that most patients, when not specially instructed by the 
physician, direct the stream in a vertical direction, and therefore 
against the nasal roof, instead of in a horizontal direction, through 
the inferior meatus. Others fail, in that they do not bend the 
head forwards, as is the rule in using the douche, but bend it back- 
wards. After douching, the patient should not blow the nose, but 
holding one nostril shut should blow out the remaining fluid through 
the other. 

The worst- reflection that can be made on the douche, is the 
entrance of fluid into the middle ear. Although it is true that puru- 
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lent inflammation of the middle ear may be excited by unskilful 
manipulation, more usually, however, from closure of the nostril from 
which the fluid is flowing, or from swallowing movements being made 
at the wrong time, yet happily these unlucky cases, as I can affirm, 
after many years of practice, occur very rarely ; but to put aside the 
nasal douche on account of such individual disadvantages, would be 
just as foolish as relinquishing the use of chloroform or morphia. 
Whether or not the double perforated nozzle, constructed by Bett- 
hold, can obviate that danger, remains to be seen. 

As real therapeutic methods, painting, plugging with medicated 
wool, and insufflation, must be considered. The first is accomplished 
with a small brush or piece of wadding, or a piece of fine sponge ; 
chiefly used are solutions of nitrate of silver or Mandl's solution; 
when, however, the space is limited, only a subordinate significance 
is ascribed to it. For the wool tampons which are retained 
in the nose for a longer time, fats, almond oil, vaseline, boracic oint- 
ment, also liquor ferri perchloridi, alum, and tannin are generally 
used. In a far more efficient manner, however, the nasal mucous 
membrane may be influenced by the insufHation of powders. The 
choice of these will be discussed under the different diseases. SnulTs 
are used partly for stimulating the mucous membrane and increasing 
the secretion, partly for their direct curative effect. Other remedies 
are used in an elastic fluid form, the vapours of which, or their 
fumes, are inhaled through the nose from a bottle, or from a cloth 
on which they have been sprinkled. The application of gelatine 
bougies has no special advantage. 

Cauterisation of the nasal cavity is accomplished with lunar caustic 
or chloride of zinc; according to Hering, chromic acid Is best, its 
crystals being melted on to the end of a suitably bent probe, and applied 
to the proper spot, with the assistance of the mirror. Chromic 
acid crystals must be cautiously heated over the flame, as they de- 
compose if the heat is too great. Before applying caustics, syringing 
with lukewarm water is recommended ; after the application, a soda 
solution (8 to looo). That chromic add, which may also be applied 
in solution on a glass rod, is able to act as efTectively as the galvano 
caustic point, or altogether supplant it, appears to me improbable. 
Hering recommended it especially in chronic sweUing of the ends of 
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the turbinated bones, for adenoid vegetations and stumps of polyiM, 
Bayer in hypertrophy of the pharyngeal and palatine tonsils. 

The most indispensable, and often almost the only remedy for 
successful treatment of nasal aflfections, is the galvano-caustic point, i 
The instrumentarium has already been discussed, ihe special iiidica- 1 
tions will be mentioned under the individual diseases, as welJ 
instruments for certain purposes, such as forceps, curettes, and snares, I 
Although lately perhaps the galvano-caustic point has been too much I 
used, yet, in spite of Bosworth's unfavourable judgment on it, it will | 
scarcely again be excluded from the therapeutics of nasal diseases. 

Electricity only comes into use in neuroses, and then only to s 
very limited extent. 
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DEFORMITIES, ANOMALIES AND MALFORMATIONS. 

If we first consider the malformations of the external nose, we meet, 
with on rare occasions, apart from the extremely numerous formations 
revolting to iesthetic feeling, reduplication of the organ. Of more 
frequent occurrence are congenital defects, such as absence of the 
nasal bones, or of the nasal process of the superior maxilla ; complete 
absence of the nose was observed by Maisonneuve. On the site of 
the organ was a flat surface of skin, at the lower part of which were 
two extremely small apertures representing the nostrils. Fissures too 
are pretty often seen, which generally occur in the nostrils, aloi^, 
with clefl palate and harelip. The anterior nares have repeatedly 
been found altogether or partly closed at birth ; bony partitions 
obliterating them, according to Delstanche, who observed one such. 
case, are very rare. The adhesions of the nostrils are generally mem- 
branous, their depth is very different, and can be determined by 
pressure from within, by attempting forced expiration. Acquired con- 
tractions and adhesions of the nasal apertures are very common. I 
myself saw a very marked case of stenosis of the left nostril from a 
sabre cut, and another after a burn, but mostusually they occur in con- 
sequence of lupus or syphilis, from destruction of the lateral cartilages. 

Mention has already been made of congenital, osseous, and hei 
ditary membranous closure of the posterior nares, and of 
anomalies of the naso-pharynx. 
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In the interior of the nose, congenital defects of the entire septum, 
of the vomer, of the inferior turbinated bone, and of the ethmoid 
labyrinth, are met with. Among the acquired malformations, the 
most common are perforations and defects of the septum, with sink- 
ing in of the external nose (Satlelnase, Nez de mouton), in conse- 
quence of syphilis and other ulcerations, while loss of the turbinated 
bones and destruction of the vomer are also met with. There are 
also very often deformities of the turbinated bones, which appear too 
large or too small, too flat or too much curved, grooved or even 
perforated The occasional presence of a fourth turbinated bone has 
already been mentioned. A case of double septum has been described 
by Lefferts. 

Among all the anomalies in form of the interior of the nose, none 
occur so frequently as deviation of the septum. It can even be 
affirmed that there is scarcely a single person who has an exactly 
straight septum ; according to Mackenzie's statistics, 77 per cent, of 
skulls examined by him exhibited deviation of the bony septum. The 
curvature of the septum affects both its height and length, or only 
individual parts. In the most marked cases, the deviation is S shaped, 
and affects both nares ; generally, however, only one side is affected, 
and that, in the majority of cases, the left. With all deviations of 
the septum there is a disproportion in the width of the nares ; the 
nostril which contains the convexly arched part of the septum is 
narrowed, the other widened. As long as this disproportion is insig- 
nificant, there are usually no symptoms ; when the deviation is very 
marked, there comes to be considerable disturbance of function, 
obstruction of nasal respiration, diminution of the sense of smell, 
difficulty in removing collected secretion ; speech becomes nasal, 
while introduction of the Eustachian catheter, examination of, and 
operations in the nose, become excessively difficult, sometimes even 
impossible. 

As causes of deviations of the septum, some suggest unequal 
growth of the skull and bones of the face, and unequal development 
of the cerebral hemispheres ; others, with Ziem, think them due to in- 
juries, falls on the nose on first attempting to walk, blows with fists and 
fractures; while Welcker considers sleeping on one side, as the cause. 
_Ziem has proved that every obstruction of the nose exerts widely 
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spread consequences on the development of the skull ; in young 
animals, one of whose nostrils he completely closed up for a long lime, 
there was seen a deviation of the intermaxillary bone and of the sagit- 
tal suture towards the shut up side ; also lesser length of Uie nasal bone, 
of the frontal bone, and of the horizontal plate of the palate bone, It 
steep elevations of the alveolar processes, smaller distance betweeii' 
the anterior surface of the bony auditory capsule and the alveolar 
process, also between the zygomatic arch and the supra-orbital border, 
and smaller size and asymmetrical position of the vascular and nerve 
canals on the closed side of the nose. The distance of the two orbits 
from the middle line svas unequal, which, as has also been observed 
in men, leads to asthenopia, astigmatism, and strabismus. Lastly, 
certain curvatures of the spine also seem to be due to obstruction of 
the nose. It is, therefore, extremely probable that deviation of iht 
septum is the cause and not the consequence of unequal develoi>- 
ment of the skull. 

Other changes besides deviation occur in the septum. The most 
quentare partial thickenings and excrescences, round or spherical, and 
often pointed processes, also called spina. They are usually situated in 
the most anterior part of the septum, and are partly osseous, partly 
cartilaginous in structure. I have often seen a triangular crest occupy- 
ing the whole length of the septum, at an elevation of from half lo 
one centimetre above the floor of the nose, which, by touching the 
inferior turbinated bone, in a manner bisected and narrowed the 
inferior meatus. Michel states that a pale moveable jirominence is 
often found near the floor of the nose, being the most inferior part of ^ 
the cartilaginous septum, which has become dislocated from 
nection with the osseous part. Adhesions and synechia; of the septui 
with the turbinated bones, or of the turbinated bones themselves 
affecting sometimes the inferior, sometimes the middle bone, i 
infrequently occur, and are partly membranous, partly osseous 
structure ; (he inferior turbinated bone also is often connected 
the floor of the nose by an osseous ridge. 

Treatment. — The treatment of congenital or acquired malformat 
of the nose can, of course, only be operative. In membranous 
adhesion of the nostrils, the adherent parts must be separated, and 
their re-adhesion prevented by inserting dilating bougies. 



ine,^H 
IcsA 

eeii7| 



10i>-j 

^3 



ut of 
c^ 

ptUI^ 

iIve^^B 
IS in 

latiol^l 



J 



DEFORMITIES, ANOMALIES, AND MALFORMATlOl^s. 3 

■idete stenosis good results are got by melhodical dilatation with 
I tents or laminaria. The methods of removing osseous and 
tanous closure of the nasal fossK have already been mention H 
Plastic operations for replacing the point or the aire of the no 
and for closing clefts !kn& fissures, belong to the province of surgerv ■ 
ha«, however, vre must turn more particularly to [he treatment of 
deviations of the septum. 

Almost the only tnelhod that has for a long time been practised 

the taking away a piece of the septum, with a pair of round forceps 
like those used for punching railway tickets,— has this disadvantaee' 
that in certain conditions of the cavity, one does not succeed in get- 
ting the instrument to the level of the protuberance. As it generally 
liappejis that a piece of the part lying in front of the curvature only 
is cut out, the operation is really based on an illusion, for although no 
doubt air passes into the nostril on the cuned side, yet the curvature 
itself still remains, so that the part of the nose lying behind it is 
still without function. 

Harlmann and Petersen proposed, therefore, the partial resection 
of the nasal septum. The patient being narcotised, the mucous mem- 
brane is split, and with a scraper is raised and pushed back from the 
bone beneath it. The most prominent piece of the septum, about the 
size of sixpence, is now cut out with a small bone pliers. A thick 
indianibber tube is then inserted into the nostril, in order that the 
septum may be brought into the proper position and kept there. 

Jurasz recommended, as Adams has done, that the bent part be 
pressed straight between two flat surfaces, and for this purpose he 
constructed an instrument, consisting of two blades which were intro- 
duced into the nose, one into each nostril, and placed against the 
bent septutn. The instrument was next closed, and the branches so 
closely pressed together that the curvature was straightened and the 
septum forced into the middle line. This being accomplished, the 
blades are screwed together in situ, and the handles of the com- 
pressor taken away. The compressor, which is so constructed as not 
to interfere with the patient's eating, is left on three days and then 
removed, by first unscrewing and then taking the blades away one 
after the other. 
Another method is practised by Steele. He first breaks down the 
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protruding part of the septum by means of a forceps having four 
stellate sharp teeth, then inserts ivory bolts, which must be retained 
for four days in the proper position. 

On account of the difficulty of resecting the septum, some 
recommend that it be left alone, and that space be provided by 
removal of the turbinated bones. Others, following Demarquay, 
seek to gain better access to the septum, by splitting up the external 
nose, and pushing aside the lateral cartilages and the alae of the nose, 
after which a piece of the septum is taken away. 

The treatment of other anomalies, which also cause more or less 
pronounced disturbances of function, are very various. The simplest 
to remove are membranous adhesions of the turbinated bones to the 
septum, by means of a knife or the galvanic cautery, and their con- 
traction prevented by applying tampons. Osseous spines and sjm- 
echiae are best removed with a fine saw, or cut away with a sharp 
chisel. Cartilaginous and thin bony outgrowths and synechias can 
be cut away with scissors or with bone pliers, or can be destroyed or 
at least diminished by means of the galvanic cautery. 

ACUTE CATARRHAL RHINITIS. 

Synonym. — Rhinitis catarrhalis acuta. 

Of all mucous membranes, that of the nose exhibits the most 
marked disposition to catarrhal inflammation. The name catarrh 
is given from the most prominent symptom, — the flowing down of the 
secretion, — and is used only with reference to acute cold in the head in 
many districts, though principally in South Germany. 

The etiology of acute coryza is ver)' extensive. The most im- 
portant causes are undoubtedly the influence of the atmosphere, 
rapid change of temperature, chills, wetting the skin of the head, 
neck, trunk or, feet, and draughts. Acute rhinitis occurs to a great 
extent, during a change from warmer to colder weather, or vice versa^ and 
also in spring and autumn as influenza. That influenza is contagious 
is without doubt, but whether the micro-organisms discovered by 
Seifert in the secretions of patients suffering from influenza are really 
the cause or not, requires still to be confirmed. Acute rhinitis is a 
constant accompaniment of measles, often also of smallpox, scarlatina. 
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and typhoid fever. It very often spreads from the pharynx or hrj'nx, 
or is the result of irritation, which directly attacks the nasal mucous 
membrane. Such irritations are hot vapours, very cold air, organic 
or inorganic dusty substances, flour, dust, soot, sawdust, stone dust, 
ipecacuanha, and the pollen of different grasses. The form excited 
by the last named is called hay catarrh, or hay fever, about which we 
shall speak more particularly later on. Amongsl chemical substances 
acting as si)ecific irritants are, chlorine and ammonia vapour, also 
iodine, mercury, bichromate of potash, arsenic, osmic acid, and among 
others also digitalis. That persons who snuffare very seldom attacked 
by catarrh, is explained by the blunting of the raucous membrane and 
consequent diminished pre -disposition. 

Catarrh occurring sporadically is also looked upon as contagious, 
although as yet it has never been produced ex i>erimen tally. The 
gradual infection of all members of a family, as well as those persons 
who have never had catarrh, after intimate intercourse with those 
affected by it, and the simultaneous enlargement of thespleen, point with 
the greatest probability to the contagiousness of many forms of catarrh. 

In many persons the predisposition to acute inflammation of the 
nose is extraordinary. Just as there are persons who after each chill 
get muscular or articular rheumatism, there are others who regularly 
acquire acute rhinitis. Of such, the same holds good that was said 
of acute pharyngitis as lo defective hygiene of the skin. 

The outbreak of the disease is often preceded for several days by 
giddiness, weariness, lassitude, disinclination for worlc, itching in the 
naso-pharynx, chilliness, and shivering. Along with these prodromal 
symptoms, there may soon appear a burning prickling sensation in the 
nose, violent beating pain in the forehead, sneezing, epistaxis, and 
increased secretion. The secretion rapidly increases, and often 
reaches such an intensity, that patients are obliged day and night lo 
hold a handkerchief to the nose. At the beginning and at ihe height 
of the disease the secretion is thin, clear like water, acrid, and irritat- 
ing, in consequence of its containing salt and ammonia. Smell is 
diminishedoraltogeiher destroyed, as also is taste: respiration through 
the nose becomes difficult or altogether impossible, and the voice is 
nasal. The closing up of the nose is usually transient, often sudden, 
as after blowing the nose ; on lying down in bed, the nostril of Ihe 
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side on which the patient rests usually becomes stopped up. If the 
catarrh extends, as it almost always does, through the nasal duct to 
the conjunctiva, the latter becomes reddened, and there also occur 
epiphora, photophobia, and spasm of the lids. When it extends into 
the naso-pharynx and affects the Eustachian tubes, tinnitus, deafness, 
and itching in the ear are set up, and perhaps acute otitis media, 
causing most severe otalgia, which is usually worst during the night 

In infants and very young children the symptoms are more harass- 
ing. As they breathe almost only through the nose, their sleep is 
disturbed, and interrupted by crying and fits of choking ; sucking 
becomes very difficult, as they need to let go the breast as soon 
as they have taken it, in order to breathe. From want of sleep 
and insufficient nourishment, the development of the child is inter- 
fered with, and if the disease last long, exhaustion and death may 
occur. 

After the symptoms and the secretion have reached their highest 
pitch, the latter diminishes, as a rule, after from two to four days, 
becomes thicker, tougher, and extremely rich in mucus, and forms 
crusts and scabs, or adherent gelatine-like lumps, of a muco- 
purulent, more rarely purely purulent, nature. The secretion now 
gradually changes both in quality and quantity till it returns to 
normal again. The closing up of the nose also disappears gradually, 
taste and smell return, but not at all seldom the acute catarrh turns 
into the chronic form. 

The objective changes consist in more or less intense reddening of 
the mucous membrane of both, rarely of one, nostril The swelling 
is generally diffuse and uniformly velvety, it is specially marked on 
the anterior and posterior ends of the inferior spongy bone. There 
arc often erosions and widely dilated bleeding veins. When inflam- 
mations are excited by chemical substances, siich as bichromate of 
potash, arsenic, and corrosive sublimate, there very often occur, 
according to Bdcourt, Hillairet, Guay, and Casabianca, deep ulcers 
of the septum, with perforation of the same, and also ulcerations of 
the turbinated bones. Perforation of the septum, which, according 
to Casabianca, often quickly follows, is generally very small, situated 
1 1^ to 2 centimetres above the floor of the nose, and is never followed 
by sinking in of the nose. 
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The skin of the nose is reddened, swelled, glistening, and erysipela- 
tous, the skin of the upper lip and nostril Is eroded, and often covered 
with herpetic vesicles. When the nose is completely obstructed, the 
tongue is dry and fissured, and in consequence of extravasation of 
blood from the capillaries, has a brownish or black coating. The 
secretion at the beginning contains desquamated cylindrical and 
ciliated epithelium, numerous white blood-corpuscles, and mucous 
cells; the number of the latter increases as the disease goes on, as also 
does the mucus ; very often admixtures of red blood-corpuscles and 
different kinds of fungi are found. 

The course of acute rhinitis extends, as a rule, from three to 
eight days, but may last for two or even four lo six weeks before 
complete cure takes place. Acute inflammation of the accessory 
cavities, especially of the frontal sinus, is one of the commonest 
complications, the symptoms of which will be referred to in the last 
chapter. More rarely empyema of ihese cavities, or of the orbits 
occurs, as was observed by Schiifer and A, Hartmann. 

The diagnosis presents no difficulties, once the affection has deve- 
loped, except in regard to the causation. In the prodromal stage the 
general symptoms are sometimes so vioSent that the appearance of an 
acute disease, an acute exanthema, or of a cerebral affection, is feared. 

The prognosis is favourable, though deafness and otorrhcea may 
result, or the affection may become chronic, and give rise to poly- 
poidal vcgetatior\s and neoplasms. A fatal result occurs only in 
very young children or debilitated old persons, or may be caused by 
meningitis, as occurred in a case of orbital abscess, recorded by 
Schafer. 

Treatment. — Treatment is partly prophylactic As regards removal 
of the disposition to catarrh, reference must be made to what has been 
already said about acute pharyngitis. Workmen who have to do with 
dusty substances, especially the above mentioned chemicals, must pro- 
tect their nasal^mucous membrane with tampons of wadding. Syphilitic 
or scrofulous patients must at once stop taking the medicine when 
the first symptoms of iodine catarrh appear. Remedies for aborting 
catarrh are numberless and much thought of, especially sweating 
cures, vapour baths and the olfactorium of Hager and Brand ; it 
consists of-- 
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R. Acid, carbol 

Liq. ammon. fort aa, . . . 5^ 

Spir. vinL Jiss 

Aq. dest. ...... Ji 

Some five to ten drops are poured on to a small funnel of blotting 
paper, and inhaled for a few minutes every two hours. Inhalation of 
chloroform (Solis Cohen), and, according to Unna, the use of a spray of 
ichthyol. i, ether., spir. vini. aa, loo parts, for fifteen minutes, decidedly 
cut short the course of the catarrh. Lower and Williams recommend 
immediate abstinence from all fluids, Bresgen the use of apomorphia, 
gr. i^ to n three or four times a day, as a pill. Sulphate of atropia, 
gr. ^ two or three times a day, as a pill, is also said to shorten and 
mitigate the affection. Locally, weak solutions of permanganate of 
potash, and inhalations of oil of turpentine, or 45 to 60 grains of 
triturated camphor (Dobson) in hot water, insufflations of salicylic 
acid, or of morphia (gr. \ for a dose), and, according to Michel, nitrate 
of silver (i to 20 of talc) may be applied to the nasal fossse. Nasal 
douches are generally badly borne, and make the trouble worse. 
When the accessory cavities are also affected, ice to the forehead or 
nose, leeches to the nostrils or dorsum of the nose, rest in bed, suit- 
able diet, attention to the bowels, and if necessary, opening of abscesses 
are indicated ; in severe conjunctivitis a shade must be worn, and 
sulphate of zinc solution (gr. \ to ^i) instilled ; in ear affections, the air 
douche must be applied, and if necessary, paracentesis of the mem- 
brane. Infants mu.st be fed with a spoon, or with the stomach tube, and 
the above mentioned remedies may be required in proportional doses. 

It seems to me that this is the proper place to describe the affec- 
tion known as hay catarrh^ or hay fever. 

By hay fever, or early summer catarrh, is understood an affection 
which manifests itself as acute catarrh of the nose and of the con- 
junctiva, sometimes with, and sometimes without, asthma, and 
which owes its origin to the irritation caused by inhaling the pollen 
of the blossoms of certain plants and perfumes. It is, according to 
Blackley, principally caused by the pollen of flowering grasses^ of 
rye, oats, and barley; sometimes by the dust of rose blossoms^ 
hence called ^^ rose fever ;'' in America, by that of the ambrosia am- 
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brosisefolia. Symptoms similar to, or exactly like, those of hay fever, 
we often observed in apothecaries and druggists, who have to do 
with iijecacuanha and lycopodium powder, digitalis, hellebore, and 
other dusty substances. The smell, too, of horses, dogs, cats, guinea 
pigs, and rabbits causes the nasal mucous membrane of many persons to 
become irritated. That hay fever is really due to the above mentioned 
pollen, is proved by its occurrence almost exclusively at the lime of 
the flowering of the plants : in Europe, from the end of May to the 
second half of July; in America, in August and September. Blackley 
also found that the intensity of the disease is in direct proportion to 
the quantity of pollen floating about in the air. Disposition or 
idiosyncrasy, too, as one may call it, plays the principal part In hay 
fever; and just as there are persons who cannot eat strawberries, 
raspberries, or crabs, without getting urticaria, so there are those 
who cannot walk about in the open air with impunity at the time of 
grass flowering. The inhabitants of towns are specially liable to be 
attacked, as is the Anglo-American race, particularly the male sex. 
According to more recent observation, hay fever seems to occur 
almost only in persons whose nasal mucous membrane is already in 
some way altered, f.g., chronic hyperplastic rhinitis, and is therefore 
to be regarded only as an acute symptom appearing in the course of 
a latent chronic nasal affection. 

The affection generally begins with violent itching sensations in the 
angles of the ej'es, and pains in the nose and naso-pharynx, followed 
bjf severe fits of sneezing, with profuse secretion and lachrymation. 
,The stopping up of the nose is often complete, the irritation of the 

rnjunctiva goes on sometimes to chemosis ; sometimes there is also 
ffcver. The attacks usually last several hours, more rarely days or 
weeks, stopping altogether when the flowering of grass is past, only 

return next year. In the most severe cases, asthma often sets in, 
liaving quite the character of bronchial asthma, and may also last for 
hours, days, or weeks. 

The diagnosis depends on the coincidence of the disease with the 
flowering of grasses, or with the presence of the above mentioned 
substances and smells, as well as on the symptoms, 

The prognosis is so far unfavourable, in that those disposed to the 
are attacked every year ; and favourable in so far, that the 




S36 



DJSEASES OF THE NOSE. 



V 



disease may be definitely cured by judicious treatment of the 
membrane, which in most cases has long lieen affected. 

Treatment. — The treatment must be prophylactic, medical, and 
surgical. As preventives, lo be recommended are sea voyages, 
residence at tiie sea-side or in a town, keeping one's room at the 
time when grasses flower, wearing a veil or pair of spectacles with 
broad closely fitting brims, and tamjionading the nose. Efficient 
medicines are those which act on the nerves, and tonics, such as 
quinine, arsenic, and iron, and specially good are the pills recom- 
mended by M. Mackenzie containing zinc. I'aler. (gr. J^), ai 
assaftelid. (gr. ij^), For catarrh, insufflations of bismuth (gr. ^J, 
and morphia {gr. n ) > 'o'' asthma, tinct. opii and saltpetre paper are 
recommended. For chronic hyperplastic changes of the mucous mem- 
brane, [he remedies mentioned in the next cha[itt;r must be made useoC 

A modification of acute and sub-acute rhinitis is purulent nasai. 
catarrh. 

By this is understood not actual blennorrhoea, but rhinitis accom^- 
panied from the beginning by purulent secretion. 

Specific infectious material which directly influences the nasal 
mucous membrane, must be regarded as the cause of this affection. 
Infection with gonorrhfeal poison in adults is not so rare an occur- 
rence, the poison being carried to the nose either by the fingers or by 
the handkerchief, or by unnatural actions, and producing in it the 
same changes as it does in the urethra or on the conjunctiva. Moi 
frequently purulent nasal catarrh occurs in new-born infants, caui 
by infection from the secretion of the vagina. Morel! Mackenzie 
considers it not impossible that the irritating influence of the atmo- 
sphere, as well as the entrance of soapy water into the nose during 
careless washing, may excite the alTection. During the course of acute 
infectious diseases, especially scarlet fever and diphtheria, also in 
consequence of the extension of purulent conjunctival catarrh, and 
finally from unknown influences, cases of purulent nasal catarrh ma] 
arise. 

The symptoms are the same as of ordinary catarrh, except that 
secretion is of a purulent nature from the beginning ; sometimes the 
secretion is fcetid, thin, slimy, or bloody : the eyes and ears often be- 
come infected, and the nostrils and upper lip excoriated. 
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The course of the disease is generally very tedious ; the prognosis 
is only serious in young children, 

Trtatment. — Successful treatment is scarcely possible without the 
nasal douche. Chlorate of potash, and solvents, are specially to be 
recommended ; in adults disinfectants, followed by insufflations of 
boracic acid, nitrate of silver, or alum (grs. 5 to 3i of starch), and 
sulphate of zinc (grs. ij4 to 51). As the nasa! douche is always 
dangerous to infants and very young children from their inspiring the 
fluid, M. Mackenzie recommends while cleansing the nose, tem- 
porary plugging of the nasal fossae by means of 3 small piece of sponge. 
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r Synunym. — Rhinitis Chronica. 

Previous attacks of acute catarrh, and inflammatory processes which 
remain afier acute infectious diseases, must be looked upon as the 
commonest of the exciting causes of chronic nasal catarrh. Scrofu- 
lous persons supply a large contingent, as not only are they specially 
predisposed to nasal catarrh, but also because in them acute catarrhs 
more easily become chronic than in healthy persons. Experience 
teaches, that persons who are exposed to Inhaling organic and in- 
organic dust, smokers and snuffers, also frequently suffer from chronic 
catarrh, and that It is specially liable to attack noses that are malformed, 
or that are narrowed from deviation of the septum. Bresgen empha- 
sises heredity, and also the origin of chronic rhinitis in consequence 
of adenoid vegetations and tonsillar hypertrophy, and many consider 
that mental and sexual excitement, menstruation, and pregnancy are 
answerable for the disease. 

The anatomical substratum of chronic rhinitis is hypertrophy of the 
mucous membrane, which may be affected either as a whole, or only 
on individual parts ; the sub-mucous connective tissue and glands 
being mainly affected. Exceedingly often it goes on to tumour- 
like formations and excrescences, which are very like real polypi 
(Rhinitis chronica hypertrophica). The hypertrophy of the mucous 
membrane may last for an unlimited time, and may also end in 
atrophy (Rhinitis chronica atrophicans). 
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Tlie slightest degree of Rhinitis chronica hypertrophiea tnanife 
itself as reddening and velvet-Uke swelling of the mucous membranfc' 
It attacks the septum and the turbinated bones, generally both 
nowhere is there more pronounced thickening of the mucous mem- 
brane present, since generally the objective condition fully 
cides with that of acute rhinitis. 

When the affection is of very long duration, however, even m( 
pronounced hypertrophy of the mucous membrane takes place, 

The inferior turbinated bone is by far the most frequently attacked, 
its anterior end is changed into a bluish-red, hemispherical or pyri- 
form, smooth tumour, which obliterates more or less (he Lnferior 
meatus, impinges upon the septum, and may even protrude from the 
nostril. The posterior end is altered in a similar manner 
resembles a pale gray or grayish-red bladder like swelling, the base 
of which occupies the whole extent of the inferior turbinated bone. 
This tumour occludes the nasal fosste and extends far into the naso- 
pharynx ; it is often very ragged or warty, or resembles a raspberry 
or piece of frog spawn. Along with the posterior end, often however 
alone, the middle part of the bone, especially the free border looking 
downwards and inwards, becomes affected; its mucous membrane 
(hen, either hangs down on to the floor of the nose like a smooth 
bluish-red or pale sack, or appears indented, furrowed, and distinctly 
papillomatous. The hypertrophied portions are very often distinctly 
raised up from their surrounding parts. The middle turbinated 
bone is nearly as often attacked as the inferior ; its mucous mem- 
brane, especially that of the anterior end, is sometimes uniformly 
thickened, smooth and globular, sometimes uneven, rough, granular, 
warty, and polypoid. The mucous membrane of the septum, too, is 
often the seat of circumscribed or diffuse hypertrophy, sometimes at 
the part where it joins the door of the nose, sometimes in the middle, 
opposite the inferior end of the middle spongy bone, and sometimes 
at the posterior part of its inferior extremity. The floor of the nose 
is least often changed, occasionally its hypertrophied mucous mem- 
brane touches the inferior turbinated bone, but it very seldom be- 
comes warty or granular. i 

It appears that in some cases, the nasal bones and cartilages paitici-1 
pate in the hypertrophy. According to Brison Delavan, hypertrophy 
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of the spongy bones proper is quite a common occurrence, especially 
when the septum is malformed. I have several times seen hypertrophy 
of the cartilaginous septum develop under my eyes ; according to 
Gottstein, the septum is often the seat of chronic perichondritis, 
which runs an exceedingly slow course, and leads to hypertrophy. 

The secretion exhibits manifold variations. In recent cases, 
accompanied by velvety swelling of the mucous membrane, it is thin 
and watery, and often as copious as in acute coryza. In other cases 
it is less plentiful, tenacious, viscid, and extremely rich in mucus, 
varies in colour from yellow to green and is more muco-purulent ; it 
dries up on the nostrils, septum, and anterior end of the spongy bones, 
and forms yellow crusts and scabs, which, when forcibly removed, 
cause bleeding, and lead to excoriations and inflammatory infiltra- 
tion of the alK nasL Pure pus or a fcetid secretion, as far as I have 
seen, occur but seldom in the idiopathic hypertrophic form, 

A frequent accompaniment of chronic rhinitis is chronic catarrh 
of the naso-phar^-nx, with or without hypertrophy of the pharyngeal 
tonsil ; other complications are pharyngitis chronica, hypertrophy of 
the tonsils and lateral folds of the pharynx ; the cavities adjacent 
to the nose, particularly the maxillary and frontal sinuses, sometimes 
participate in the inflammation. 

The symptoms of chronic hyperplastic rhinitis principally show 
themselves in hindrance of nasal respiration. The obstruction of the 
nose is lasting or more often temporary, and is caused partly by the 
accumulation of secretion, partly by the swelling of the erectile tissue of 
the inferior siKingy bone. The more the nose is obstructed, the greater 
is the disturbance of smell and taste ; nevertheless even in partial swell- 
ing, especially of the olfactory region, complete anosmia (loss of smell) 
may lake place. Nasal timbre of the voice, holding open the mouth, 
dryness of the tongue, with mawkish taste, and restless sleep disturbed 
by wild dreams, are further consequences of nasal obstruction. Very 
often thereare disturbances ofhearing, varying in degree from tinnitus 
to severe inflammation of the middle ear. When the pharynx also is 
aflTected, choking and vomiting, chiefly in the morning, and sometimes 
cough occur. Removing the copiously secreted viscid mucus gives 
very great trouble, and blowing the nose becomes painful when 
the alse are excoriated and infiltrated. Repeated, and sometimes very 
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profuse, epistaxis occurs, either in consequence of violently blowing 
the nose, snuffling and nibbing, or spontaneously, in consequence of 
congestion, a s)'mptom which has rightly been pointed out by Bresgen 
as beingvery important, and which is often overlooked. Swelling and 
reddening of the [wint and dorsum of the nose, to which we shall 
presently allude, are also frequent accompaniments of chronic rhinitis. 
It is generally a result of engorgement, occasioned by pressure on the 
turgid spongy tissue, which prevents the normal return of the blood 

Among other symptoms which are almost constantly present, are 
heaviness of the eyes, giddiness, aversion and inability for mentalj 
work, failureofthememory, sneezing, irritation,anditchinessin the nose. 

Reflex neuroses belong to the rarer sequels of chronic nasal catarrh. 
By this term are understood symptoms which occur quite as much 
in the diseased nose as they do in other organs more or less remote 
from iL Voltolini, many years ago, called attention to the relations 
between asthma and nasal polypi, and quite lately Hack has proved 
the connection of many other neuroses with diseases of the nose. 
His observations meanwhile have been to a large extent confirmed by 
Bresgen, Sommerbrodt, Schiiffer, Eugen Frankel, the author, and others 

If we turn first to the local reflex symptoms afTeciing the nose, we' 
meet with the so-called " nert'ous catarrh" in which affection 
extremely profuse, clear, thin, or tough secretion makes its appeal^ 
ance suddenly and at intervals. Diminution or complete loss of smell, 
obstruction of the nose, and violent sneezing are usually associated 
with it. The attacks often last several hours, and are most violent 
at the time of menstruation. Besides the secretion from the nose, 
lachrj-mation usually occurs, and is sometimes combined with scintillat- 
ing scotoma. Hay fever, too, has generally its ultimate cause in 
chronic rhinitis. A very rare reflex neurosis is ptyalism, observed by 
E. Frankel and myself. Among reflex neuroses producing results 
nearest the original seat of disease, are neuralgiie of one or several 
branches of the trigeminus, especially of the supra-orbital. The 
different kinds of headache, megrim, occipital, and forehead pain, and 
dull pressure on the vertex, also belong to this category. The erythe- 
matous reddening and ccdematous erysipelatous swelling of the ex- 
ternal nose, cheeks, eyelids, and conjunctiva, which often suddenly 
appear and as quickly disappear, are to be considered as a vasomotor' 
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neurosis. They set in sometimes on the slightest irritation affecting the 
nose, or on taking very hot foods or drinks, and in a few hours dis- 
appear, leaving no trace. Their frequenl return may lead to permanent 
changes of the cutis, the well-known *' Kupfernase " {gutta rosacea). 

It is also probable that vertigo and epileptic attacks may be excited 
by nasal affections (Hack, Lowe) ; and there is no doubt that cough is. 
It begins with excessive tickling irritation in the larynx, generally at 
night, sometimes lasting only several hours, sometimes going on con- 
tinually, and being characterised by the absence of exiwctoration and 
perfect soundness of the lungs and bronchi, E. Frankel considers it 
further probable, that a large proirartion of cases, the etiology of 
which is very hazy, and which are set down as neuroses of sensibility, 
might, on stricter examination, be traced to diseases of the nose. 
Sometimes the irritation proceeding from the nose attacks the cervico 
brachial plexus, and excites neuralgic pain in the upper arms, darting 
pains in the breast, and between the shoulder blades. Sommerbrodt 
observed vasodilator reflex phenomena affecting the mucous mem- 
brane of the bronchi, — bronchitis with sibilant rales without asthma, — 
also reflex phenomena which caused vomiting, and phenomena affect- 

»itig the skin, — chilliness and shivering with pallor. 
I One of the most frequenl and most painful reflex neuroses is 
mst/ima. Formerly it was believed only to occur when neoplasms 
were present, now we know that it appears just as often in chronic 
inflammation of the turbinated bones. As a rule the attacks come 
on at night, while or after falling asleep, last for several hours, and 
towards morning gradually pass off. Some jjatients suffer from these 
attacks every night, others only every other week, and are perfectly 
well during the day. Others again experience a certain feeling of 
oppression during the day. For some lime or immediately before the 
onset of asthma, there is very often a profuse watery secretion from the 
nose and sneezing. I myself am certain that bronchial spasm is the 
cause of asthma, and that Curschmann's bronchiolitis exudativa is the 
result and not the cause of asthma. Disease of the nasal mucous mem- 
brane may set up irritation of the vagus as directly as it may arise from 
overloading the blood with carbonic acid, in consequence of the erectile 
tissue covering the turbinated bones becoming swollen during sleep. 
As we must again refer to asthma in connection with neoplasms of 
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the nose, let me here mention in conclusion, that I once observed a 
case in which the patient experienced sensations of forced movement 
in consequence of chronic naso-pharyngeal catarrh. 

Among the exciting causes of reflex neuroses, the principal are, 
influences of temperature, exposure to bad air, close and overheated 
rooms, or rooms filled with dusty substances, smells of all kinds, 
good and bad, the odours of certain perfumes and plants, especially 
of hay or flowering grasses, roses and carnations, and also psychical 
disturbances and menstruation. Not only are more or less pro- 
nounced changes of the mucous membrane always necessary for the 
production of reflex phenomena, but also an unusually heightened 
excitability of the nervous system. According to E. Frankel 
these sometimes appear congenitally, or develop during the first 
year of life. More often they develop as results of measles and 
whooping-cough, or in consequence of adenoid vegetations. Accord- 
ing to Hack, the spongy tissue, especially that of the inferior tur- 
binated bone, is observed as the place from which the reflex pheno- 
mena arise ; they may be more easily excited in insignificant and 
strictly localised processes, than in diffuse hyperplastic rhinitis ; if it 
were possible to remove the spongy tissue, the symptoms caused by 
it would disappear. Although now I believe that the spongy tissue 
plays no insignificant part, especially in the origin of nocturnal 
asthma, still it appears to me, that too much significance is ascribed 
to it. The production of reflex phenomena certainly takes place 
from the sensory nerves of the mucous membrane, usually without 
the cavernous reticulum being affected, an opinion which w^as gene- 
rally accepted at the Copenhagen Congress. 

The diagnosis of rhinitis hypertrophica presents no difficulties 
when a careful examination is made ; the use of the probe is abso- 
lutely necessary for determining the diagnosis; each part of the 
mucous membrane that looks doughy and soft, that can be more 
deeply probed, or be pushed backwards and forwards, or otherwise 
out of its place, must be regarded as morbid, that is to say, hyper- 
trophic. Bresgen is perfectly right when he says, that up till now 
far too little importance has been given to this circumstance, and 
that very often chronic rhinitis has been overlooked. It is easy to 
understand that the diagnosis becomes all the easier, the more pro- 
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nounced the changes appear, especially on the ends of the turbinated 
bones. The condition of the spongy tissue is of diagnostic value in 
this resjiect, that its increasing and diminishing on slight irritation 
must be regarded as a symptom of increased reflex excitability, just 
as much as the occurrence of attacks of sneezing, lachrymalion, or 
coughing, when the rest of the mucous membrane is stimulated. 

On the appearance of the above-mentioned neuroses, a most care- 
ful examination of the nose should never be omitted, even although 
no symptoms pertaining to it are complained of. Now that the con- 
nection of so many different neuroses with nasal aflections has been 
irrefutably demonstrated, it is the duly of the conscientious physician, 
either himself to examine with the rhinoscope every patient affected 
with asthma or emphysema, or get them examined by a competent 
person. The presence of diseases in other organs should never be 
allowed to overrule the inspection of the nose, even when they can 
fully account for the symptoms. I am here forcibly reminded of a 
case recorded by Eugen Friinkel, of a lady with asthma, who was 
suffering from left-sided valvular disease, and who was entirely cured 
of her asthma by treatment of a nasal affection, which at first was 
looked upon as of quite secondary consideration. 

But I should also like earnestly to warn the beginner against hasty 
diagnoses and speculations. Apart from the fact that a long time must 
elapse before the doctrine of reflex neuroses can be regarded as settled 
at present we do not possess a single criterion, which enables us to 
determine with certainty, whether the neurosis under consideration 
I is really connected with the existing disease of tiie nose. 
I The prognosis of chronic hyperplastic rhinitis is generally good, as 
P*ith sufficient perseverance the patients can, to a large extent, be 
cured of their symptoms, particularly those caused by obstruction. 
\\'ith regard to the removal of reflex neuroses, the prognosis is doubt- 
ful ; 1 can only strongly advise, that it be briefly explained to the 
[latients, who generally have had much treatment and are filled with 
exaggerated hopes, that it is considered that treatment of the diseased 
nose is indicated, but that the results cannot in any way be guaran- 
teed. There is no doubt, and I have already mentioned, that the 
majority of reflex neuroses dependent on nasal disease admit of a 
iavourable prognosis, nevertheless it must not be foi^otten, that bad 
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results are not so rare, as the large number of hitherto recorded 
favourable cases might perhaps lead one to conclude. The rela- 
tively best prognosis in my experience may be given in affections of 
the trigeminus, the different forms of headache, and hay fever, less 
favourable in red nose, and relatively most unfavourable in asthma 
and disturbance of smell. With regard to asthma, I must certainly 
mention that in most of the patients treated by me and others, 
especially by Schaffer and Eugen Frankel, the trouble had existed 
for many years before the nose was treated ; therefore it is to be 
hoped that the prospects of radical cure of so distressing a disease 
will become more favourable, the earlier in future the patient seeks 
the advice of the physician. Cure seldom occurs suddenly or 
all at once, as a rule it requires repeated interference, and very long 
and careful local, and particularly general, treatment Asthmatic 
persons often improve so far, that the attacks occur more seldom and 
are less severe, or else assume a different character. 

Treatment. — For milder forms of chronic rhinitis, insufflations of 
silver nitrate are recommended, after cleansing the nose with some 
solvent. On account of the great sensitiveness of the nose, much 
caution, as Brcsgen rightly affirms, must be used as to the dose of 
this remedy. At first a mixture of silver nitrate, grs. 2)^, to starch 
gi, is enough, gradually increased to grs. 5-25 to starch ^i. A por- 
tion of this powder, generally grs. 10, is insufflated into each nostril 
alternately, as the reaction would be too severe if both were treated 
at once. Other astringents, such as alum, bismuth, tannin, zinc 
acetate, and zinc sulphate, are less efficient Porter has had very 
favourable results from the insufflation of a powder consisting of 
camphor, salicylic acid, and tannin ; Gottstein from that of salicylic 
acid, I to 10 of magnesia usta; Morell Mackenzie recommends the 
nasal douche with the "compound alkaline wash," which is pre- 
scribed in the form of a powder, thus : — 

R Sodae bicarb. 
Sodae biborat. 

Sodii chlorid. aa, grs, vii. 

Sacch. alb grs. xv. 

Sig, To be dissolved in half a tumblerful of tepid water. 
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Nasal douches with tannic acid, grs, 1 J^ to 3! of water, or with alum, 
grs. iiL to gi of water, and the tannin spray, grs. iii. to si of water, are 
considered by Mackenzie lo be specially eHeclive. Medicated bougies 
are not only more troublesome, but less effectual. Dried up crusts 
and scabs are softened with vaseline or almond oil, excoriations are 
touched with solid caustic, or painted over with a solution of iodine 
in glycerine ; for excoriations and infiltrations of the nostrils, I can 
best recommend the application of little plugs of wadding impreg- 
nated with boracic acid in vaseline. 

Although very effectual in the milder form, these remedies are of 
little or no use in severe cases with considerable hypertrophy. In 
such cases no time should be lost in applying the only effective 
remedy, the galvanic cautery. 

Polypoid vegetations, which are to some extent pedunculate, may 
be removed either with the cold or the electric snare. The removal of 
flat and extensive vegetations, and diffuse hypertrophies of the mucous 
membrane, is generally very difticuU and tedious. While the simple 
passing of a flat cautery over the slightly swelled ends of the 
s|iongy bones is usually sufficient, the same treatment in well marked 
cases appears to be totally insufficient ; on hypertrophy of the 
posterior ends of the spongy bones, I operate with the electric snare 
only, and similarly on the portion of mucous membrane hanging 
down on to the floor of the nose. Although the amputation of the 
spongy tissue sometimes causes considerable hEeraorrhage, hitherto 
I have always been able to control it in a short time. Hack recom- 
mended puncture and furrowing with the galvanic cautery in order to 
avoid hemorrhage. The former is done with a pointed cautery, 
which is stuck deeply and repeatedly into the parts to be destroyed, 
while the latter method requires it to be entered at one place only, 
and from there drawn through the whole diseased part, while at a 
glowing heat 

The amputation of the posterior ends of the sjiongy bones is a 
very difficult manipulation. In America, this is accomplished with 
Jarvis's nasal ecraseur, while in Germany the cold snare is used. I 
myself recommend in all cases, on account of its safety, that the 
electric snare be passed through the nose over the parts to be re- 
moved, the wire allowed to get slightly heated, and then tightened 
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by pulling back the slide. In this way the wire tends to adhere, and 
is prevented from slipping off the thickened and slippery mucous 
membrane covering the extremity of the turbinated bone. If it can- 
not be seized by the snare, a suitably bent cautery with a broad point 
must be energetically and repeatedly bored into the tissue. The 
galvanic cautery, where it is required, must not be used timidly, the 
simple and too often single application of it to the diseased mucous 
membrane, is now condemned by Hack as insufficient and even hurt- 
ful, since only the complete destruction of the hypertrophied 'parts 
can guarantee permanent and total cure, especially of reflex neuroses. 
The protective apparatus recommended in several quarters, nose 
shields, &c, not only obstruct the field of operation, but are also 
completely useless for those in any way skilled in operating. 

With regard to bad complications, reaction, and after treatment, I 
must refer to the chapter on neoplasms. Of course, pharyngeal 
catarrh, adenoid vegetations, scrofula, and anaemia must be treated 
on sound general principles. In obstinate cases of red nose, I have 
bad excellent results from puncturing the skin of the nose all over. 
If difficulties in hearing do not soon disappear, the air douche must 
be applied to the middle ear. More efficient against asthma than all 
remedies acting on the nerves, and specific palliatives, such as quinine, 
bromide and iodide of potassium. Fowler's solution of arsenic, Aubry's 
arcanum, saltpetre paper, chlorofonn, pneumatic apparatus, morphia, 
atropin, and opium, is the application of Faradism to the vagus 
externally in the neck, below and within the angle of the jaw, 
and each application must last for at least a quarter of an hour, 
better still for from half an hour to one hour. 



We must now here consider Rhinoscleronia, a chronic inflammation 
also depending on hypertrophy of the mucous membrane. 

While by Hebra and Kaposi it is discussed among the neoplasms, 
and by others among the results of syphilis, it is looked upon by 
Billroth, Geber, and Mikulicz, as an extremely tedious inflammatory 
process, which, after small celled infiltration of the superficial and 
deep layers of the skin and mucous membrane, leads to wrinkling 
or shrivelling of the connective tissue. 



CHRONIC RHINITIS. 237 

Its etiology is altogether obscure, in several cases there were 
injuries to the external nose before the disease broke out Constitu- 
tional diseases, such as syphilis, scrofula, and tuberculosis, do not 
appear to influence its origin, and it is also very doubtful whether 
the bacteria discovered by Frisch in rhinoscleroraa are really the 
cause of iL 

Rhinoscleroma almost always begins on one of the alas nasi, or on 
the nasal septum ; sometimes, however, in the pharynx, on the soft 
palate and in the naso-pharynx. As the disease advances it spreads 
to the lips, gums, and cheeks, and generally the whole extent of the 
internal nose is attacked ; after the pharynx is aflTected, the larynx also 
in the end becomes involved. The disease appears as flat or 
elevated, sharply defined or difl^use nodes and patches, which are 
extremely hard to the touch and painful on pressure. Their colour 
is either the same as that of the surrounding skin or mucous mem- 
brane, or varies from clear to dark bluish-red, and glistens like a 
hypertrophic cicatrix. It is characteristic that the nodes do not 
necrose ; at most they only become excoriated superficially. After 
being excised they quickly reappear. The soft |>alate becomes 
changed into a glistening band of cicatricial tissue, while the epiglottis 
appears as a blunted cone. 

The subjective symptoms consist, besides disfigurement of the 
face, in displacement of the nose, pain on pressure, and narrow- 
ing of the oral aperture ; when the pharynx is affected, in anginous 
speech, and difficulty in swallowing ; and when the larynx participates, 
in hoarseness and dyspncea, the general health not being usually 
disturbed. 

The diagnosis is somewhat difficult, as rhinoscleroma bears a very 
striking resemblance to syphilis, especially when the nodes become 
superficially excoriated, and when the pharynx also is affected ; the 
very extraordinary hardness of the nodes, and their not becoming 
soft, as well as their not being influenced by anti-syphilitic treatment, 
must strengthen the suspicion of rhinoscleroma. 

The prognosis is unfavourable, as the affection always returns, and 
may directly threaten life by involving ihe larynx. 

Treatment — Treatment is rather hopeless, since general treatment 
use, while local remedies may produce improvement fora time. 
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but never cure. The obstruction of the nose requires dilatation by 
means of catgut, bougies, or laminaria, and caustic potash, chromic acid, 
and the galvano-caustic point may be used to destroy the tubercles. 



Chronic inflammation of the mucous membrane of the nose, like 
that of the pharynx, may terminate in atrophy {Rhinitis chronica 
atrophicans). 

Whether atrophy is always the last stage of hyperplasia, or 
whether it may not, from the very beginning, attack the healthy 
mucous membrane, is not yet decided, nevertheless numerous obser- 
vations go to prove that, in the majority of cases, it is preceded by 
an hypertrophic stage. Atrophy attacks all the constituent elements 
of the nasal mucous membrane, epithelium, spongy tissue, glands, 
and even the bones. The glands diminish in number and size, and 
the mucous membrane becomes altered into fibrous connective 
tissue. 

The most constant and most certain objective symptom of atrophic 
rhinitis is the abnormal roominess of the nostrils. The spongy bones, 
especially the inferior, appear unusually small, and changed into 
small round or flattened crests, and the nasal meatus unusually 
roomy; through atrophy of the cavernous tissue the view into the 
naso-pharynx is rendered extremely easy, and, as a rule, one sees not 
only the Eustachian prominences, but also the openings of the tubes 
and a large portion of the posterior wall lying between them. 

The atrophied mucous membrane, cleared of secretion, is some- 
times slightly reddened, often pale, or of a normal colour. Ulcera- 
tions or destruction of the cartilages and bones do not occur; at 
most there are small superficial ulcers or excoriations of the nasal 
apertures, or of the septum, as in all forms of rhinitis. 

The constant accompaniment of atrophic nasal catarrh is pharyn- 
gitis sicca, which, although generally localised to the naso-pharynx, 
may also extend to the pharyngo-oral cavity. 

A peculiar modification of chronic atrophic rhinitis is blennorrhea 
of the respiratory mucous membrane^ described by Stoerk. This affec- 
tion occurs endemically in Bessarabia, Gallicia, Poland, and South 
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Russia. It begins gradually in the nose, and ollen, after many years, 
spreads to the pharynx, laiynx, trachea, and even to the bronchi, where, 
by proliferation and retraction of the connective tissue, ossification of 
the cartilages and adhesion of the vocal cords, it may cause stenoses 
dangerous to life. 

The secretion in atrophic rhinitis is always purulent, and when 
recent is yellow, green, or cream-like, hence the disease is also 
called nasal blennorrhcea. It possesses in a marked degree the 
power of rapidly drying up into hard yellowish or dirty green, or 
brown crusts, as long as a finger, which cover the whole of the 
nasal mucous membrane like a carpet, and emit a very char- 
acteristic penetrating fostid odour, Although every atrophic nasal 
catarrh is not accompanied by fcetor, still, in the majority of more 
fully developed cases, it is never absent. This is the fonii which 
previously was called ozana, and now is known as "genuine o%a:na" or 
rhinitis (hronica atrophicans fizlida. Latterly there has been much 
lively discussion over the term " ozjena." Although it appears un- 
suitable to name a disease, on account of one prominent symptom, 
which is also observed under other conditions, especially in processes 
destructive to mucous membrane, cartilages, and bones, yet, in my 
opinion, there is no reason why the term ozasna should be entirely 
abolished, for if it be limited to rhinitis chronica atrophicans fcetida, 
it can give rise to no further misunderstanding. The secretion of 
genuine ozsena is considered by some to be infectious, but as up till 
now I have never observed a case of infection, I must deny that it is 
so. This power of infection is proved only in the case of Stccrk's 
blennorrhcea, which owes its origin and spread to the most unfavour- 
able hygienic and social conditions, and lo the incredible dirtiness of 
the population of the above mentioned countries. 

In the etiology of genuine oziena, anomalous states of the 
blood and dyscrasic conditions hold the first, if not the only place. 
This is especially true of the scrofulous, a class whose compass must 
certainly be held to extend further than to those individuals who are 
the subjects of swollen nose and upper lip, skin eruptions, and 
enormously enlarged lymphatic glands. When it is declared, that 
jjerfectly healthy persons also are attacked by genuine ozxna, 
it is only partly correct, because on closer examination it is found 
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thai the diathesis of these persons leaves much to be desired. I at least 
do not remember a single case of genuine ozjena, in which the patient 
did not exhibit traces of anaemia, chlorosis, scrofula, or tuberculosis. 

Genuine ozaena often develops after measles and diphtheria, or 
after typhoid and severe parturition, therefore after those diseases 
which are associated with anomalous conditions of the blood and of 
nutrition. I must decidedly deny that expanded nostrils, their being 
directed forwards, the absence of hair in the nostrils, curvatures, out- 
growths, and perforations of the septum, are the causes of genuine 
orxna. The female sex is particulary predisposed between the ages 
of six and seventeen, that is, during the time of puberty; only in two 
cases have I seen the affection develop after the twentieth year : once 
in a highly chlorotic lady, after the removal of numerous polypi 
which obstructed the nose ; the other case was that of an elderly 
married woman, who, in consequence of a uterine disorder, was very 
much pulled down. 

I have repeatedly seen atrophic rhinitis, with or without charac- 
teristic ftetor, follow cure of nasal syphilis, and I am inclined to put it 
down to retraction of Che gummatous infiltration and cicatricial 
changes in the connective tissue of the ulcerated parts. 

No question has of late years been oftener or more warmly dis- 
cussed, than that of the cause of the fcctor. 

Some authorities consider abnormal width of the nostrils, caused 
by atrophy, to be the cause of the smell, and as a proof, point to the 
rapid drying up and difficult removal of the secretion, which by re- 
maining [here becomes ftetid ; that the width of the nostrils alone 
cannot be the cause of foetor is proved by the fact, that very often in 
spite of it, no fcetor is present. Others look upon atrophy of the 
mucous membrane and fatty degeneration of the mucous corpuscles 
with formation of fatty acids as the cause of the foetor ; to this is 
Opposed the fact, that the fcetor may be observed not only when the 
mucous membrane is atrophic, but also when hypertrophic Accord- 
ing to Zicm, if a ferment be necessary for the origin of the smell, then 
the overloading of the nose and its accessory cavities with putrefac- 
tive gases, may be considered the cause of the fcetor. Others 
again, think that the microorganisms which develop in the dried 
secretion are the causes of decomposition and of the foetor. 
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I myself believe, that in the physical and chemical changes of the 
secretion caused by atrophy of the mucous membrane, is given the 
condition necessary for the occurrence of fcetor. I have never as yet 
at least seen genuine oztena, in which atrophy of the mucous mem- 
brane and abnormal width of the nose were not present, I am, 
therefore, very suspicious of " genuine ozrena," when it is said to be 
often associated wiih hypertrophy of the mucous membrane, and with- 
out wishing to doubt that atrophic patches, near or beside the hyper- 
trophic portions of the mucous membrane, may be present from which 
the fcEtor arises, I must, however, lay down this advice, founded on 
many years' obscr\-ation directed exactly to this point, that such 
cases are much more likely to be due to syphilis, a foreign body, 
concretions, or parasites, particularly, as we shall see later on, as 
, ^philis so often appears in very disguised forms. 

^^K The subjective symptoms of atrophic rhinitis consist in disturb- 
^^^■tnces of smell, headache, pressure on the eyes, nasal timbre of the 
^^^fcoice, difficulty in hearing and tinnitus aurium, while dysphagia and 
^^^BBwldng, in consequence of dry naso- pharyngeal catarrh, which is 
^^^bways present, are quite common. With regard to nasal obstruction, 
^^^ntmierous differences and many variations are met with; generally 
the nose becomes impermeable only when the dried up secretions 
and crusts are very abundant, and becomes free again whenever they 
are removed. By forcible attempts to remove the secretion by 
blowing the nose and picking it with the fingers, hsmorrhage is 
caused, which imparts to the crusts a brownish black colour. But no 
symptom is so characteristic as the fcetor ; to compare it with other 
smells, as for example, with that of old cheese or of crushed bugs, is 
quiteimpossible; it is indeed so peculiar, that whoever smells it once 
will always recognise it again. While, as a rule, the smell remains quite 
anperceived by the patients, it becomes all the more noticeable to those 
around, so that the miserable sufferers are avoided and often expelled 
from their social position, and may also suffer as regards their means 
of livelihood. Under such circumstances, the (raining of young 
girls, — for example — is scarcely to be thought of The blennorrhtta 
of Stoerk, which is always accompanied by fcetor, leads later on in its 
course to hoarseness, loss of voice, and aijntea, 
I^^H The diagnosis of atrophic rhinitis is founded on the one hand, 
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on the objective and subjective symptoms mentioned, on the other, 
on the absence of deep or extensive ulcerations of the mucous mem- 
brane, but particularly on the non-participation of the cartilages and 
bones. If the latter are affected, then we can no longer consider 
the case to be one of genuine ozaena, but as one of syphilis or some 
other of the severe affections formerly designated as ^^symptomatic 
ozana" 

The prognosis of rhinitis atrophicans, and especially of the foetid 
form, is absolutely hopeless, as we possess no remedy which can 
restore the mucous membrane to its normal state, and radically and 
permanently remove the foetor. Contrary assertions are founded on 
diagnostic errors, although there is no doubt that foetid catarrhs with 
hypertrophy of the mucous membrane are cured either spontaneously 
or by artificial means. One should make it a rule to inform the 
patient's friends at the outset, that true ozaena is incurable, but 
should also call their attention to the fact that by artificial means 
the most troublesome symptom — the foetor — can be completely con- 
cealed and partly removed, and that otherwise the malady has no 
injurious influence on the duration of life. In this last respect 
Stoerk's blennorrhoea offers gloomy prospects, especially in cases of 
long standing, combined with laryngeal and tracheal stenosis. 

Treatment. — In the treatment, the first and foremost point to be 
considered is the removal of the secretion. This is accomplished by 
means of the nasal douche, and as a larger quantity of water and more 
pressure than usual are required, on account of the thickness and tough- 
ness of the crusts, an English syringe, or a syringe with piston action, 
is the best to use. For cleansing and disinfecting I use either 
chlorate of potash (a teaspoonful to a litre of water), or the perman- 
ganate (grs. 5-10 to a pint of water), while in non-foetid rhinitis i to 2 
per cent, solutions of equal parts of carbonate of soda and chloride 
of sodium. 

Scabs and crusts, especially those on the roof of the nose and on 
the middle spongy bone, which resist the douche or the spray, must 
be removed with a pair of forceps, or with Hartmann's nasal brush. 
Cleansing the nose twice daily — morning and evening — is generally 
sufficient. The other disinfectants, such as boracic acid, carbolic 
acid, resorcin (grs. i}4 to Ji), thymol, benzoate of soda, and salicylate 
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of soda, remove the fteior to a certain extent, and are quite indispen- 
sable when the disease lasts long. In America, douching the nose 
with a large nasal spray is preferred, especially by Lefferts, and for 
this purj>ose " Listerine " is used, a remedy consisting of thymol, 
eucalyptol, nientha arvenis, gaultheria, S:c 

The second point lo be aimed at is prevention of the formation 
of new crusts. Unfortunately we can do so only to a limited degree. 
It is best accomplished by tamponading, recommended by Gottstein, 
and the insufflation of stimulating remedies. 

When Gottstein 's tamponade is called anti-hygienic, fcelor preserv- 
ing and objectionable, it only goes to show that its purpose is entirely 
misunderstood. The purpose for which it is intended — viz ; lo pro- 
duce a more copious and more fluid secretion by slightly stimulating 
the mucous membrane— is, however, most completely accomplished. 
The method is as follows ; — the secretions being entirely removed, 
a piece of Urun's cotton wool, about the length of a finger, and from 
a half to one centimetre thick, is rolled round a small screw, ending 
in a stem fixed to a handle, which is introduced into the nostril with a 
rotatory movement ; the screw is now reversed and withdrawn, leaving 
the plug behind, which, by means of a probe, is pushed as high as 
possible into the nose, where it is allowed to remain for several 
hours ; if necessary, one side may be treated in this way during ihe 
day, the other during the night. Salicylic wool, or wool impregnated 
with iodoform or with other materials, have no real advantage. 
Patients soon learn to apply tampons lb em selves. 

Copious secretion can also be produced by insufflating stimulating 
powders. The best of these is nitrate of silver (grs. 5-50 to Ji 
of starch). In England and America, red gum (one part to two 
of starch), galanga and sanguinaria are much preferred. With us, 
disinfectants, especially pure boracic acid, salicylic acid, iodoform, 
resorcin, and in pronounced cases of scrofula, the formula calomel 
3i, hydrarg. pnecip. rubr. 35s, amyl. 51, is applied after the removal of 
the crusts. 

Ziem, relying on his theory of the overloading of the nose with 

decomposition gases, recommended ventilation of the nose as Ihe 

simplest treatment. This consists in the patient, after removing any 

I tight clothing, going out every two hours into the fresh air, where 



244 DISEASES OF THE AVSE. 

possible, by the sea side, or into a wood, and there inspiring and expir- 
ing as deeply as possible through the nose. Besides this, he must 
inhale, with as deep inspirations as he can, a i p. c. solution of common 
salt, or of pine oil, or of eucalyptus oil from the leaves (OL eucalyp. 
min. 5-15, spin vini. 3i> aq. dest gi). Stumps of bad teeth must 
be removed, and any hypertrophic parts of the mucous membrane 
destroyed with the galvano-caustic point 

Whether or not the application of the galvanic cautery which 
B. Frankel recommends, exerts a favourable influence on the 
secretion of the atrophic mucous membrane, I do not venture to 
decide, although several observations by M. Mackenzie point to 
its doing so. 

The third indication in the treatment is the improvement of the 
constitution, by means of cod liver oil, quinine, iron, syrup of the iodide 
of iron, nourishing diet, and residence in the country, or at the sea side. 

In the case of Stoerk's blennorrhoea, treatment, besides the above 
mentioned methods for the nose, consists in cauterising the larynx 
with nitrate of silver, separating the adherent vocal cords, in excision of 
cicatricial bands which give rise to stenosis, and in the insertion of 
Schroetter's bougies. When adhesion again takes place, as it often 
does after a very short time, nothing remains but to perform tracheo- 
tomy, which, however, is of no use, if the deeper parts of the trachea 
are also stenosed. 

PHLEGMONOUS RHINITIS. 

Synonym, — Rhinitis Phlegmonosa. 

Although the nose, on account of the very intimate attachment ot 
the mucous membrane to the cartilages and bones, is but little pre- 
disposed to phlegmonous inflammations, still now and again they 
have been met with. 

The cause depends either on an exacerbation of acute catarrh 
infection with putrid matter, or on injuries to the mucous membrane 
in consequence of foreign bodies, wounds of the external nose, 
and operative procedures. It is well known that facial erysipelas 
often begins in the nose, also that phlegmon tends to associate 
itself with other diseases and affections of the cartilages and bones. 



PHLEGMONOUS Uff/.V/T/S. 



ui 



I 



especially when these are ulcerative. Sometimes phlegmonous in 
flammation of the accessory cavities, particularly erapycema of the 
maxillary sinus, spreads to the nasal cavities. 

The septum appears to be tiie part which is chiefly attacked, I 
have often seen at the very commencement of erysipelas, the mucous 
membrane of the septum intensely reddened, swollen, and covered 
with vesicles, or on It are formed circumscribed roundish swellings, 
which block up more or less one or both nasal cavities, and 
even protrude from the nostril. Such swellings are felt to be 
soft and cedematous, and show distinct fluctuation when they come 
to suppurate. The external covering of the nose, and that of the 
cheeks and upper li|) also, are affected by the inflammation, the nose 
apiiears swollen and reddened, is very sensitive and painful to the 
touch. Phlegmon very seldom indeed develops on the spongj' bones, 
but the entrance to the nose is very often attacked by circumscribed 
phlegmon and follicular abscesses. These almost always originate in 
the hair follicles, and run a very chronic course. 

The subjective symjjtoms are fever, burning, beating, and darting 
t- pains in the nose, pain in the forehead, tinnitus, giddiness, sometimes 
teal meningeal symptoms, vomiting, dulness of consciousness, &c,, 
also stopping up of the nose and increased secretion. 

The course is generally rapid. The process may end in resolution 
within a few days, especially when suitable treatment is applied, or may 
end in abscess formation. Chronic abscesses also occur, A fatal issue 
very rarely takes place from meningitis. After the abscess has been 
opened, the affection may go on to defonnity of the nose, caused by 
caries and necrosis, particularly in those forms which originate in the 
bones. 

Treatment. — Treatment from the outset must be energetic and 
antiphlogistic. The spread of the inflammation may often be pre- 
vented, and the symptoms mitigated by applying bladders and com- 
presses of ice, and by syringing with cold water. \Vhenever fluctuation 
appears, the abscess must be opened. If suppuration is protracted, 
injections of warm water, diluted milk or camomile tea, and moist warm 
.poultices, or inhalations of warm vapours, are indicated. After open- 
ing the abscess, douching with disinfectant solutions is recommended. 
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DIPHTHERITIC RHINITIS. 

Synonym, — Rhinitis diphtheritica. 

Diphtheria of the nose is almost always secondary, that is to say, 
communicated from the pharynx. The nose is very rarely attacked 
primarily. When such is the case, erosions, ulcers, or recent wounds 
generally exist previously. The case is related by Johnston of a 
lady, who was seized with diphtheria of the nose and naso-pharynx, 
on the third day after operation for nasal polypus, after she had 
visited her dressmaker, who was probably suffering from diphtheria. 

The way in which infection takes place is sometimes verj' obscure. 
Schuller, among other cases, mentions that of a child five weeks old, 
who, from birth, was affected with diphtheritic catarrh, having pro- 
bably been infected during birth by the diphtheritic vagina. 

According to Monti, nasal diphtheria is not so very rare a disease 
among newly-born children and sucklings in the first six or eight 
weeks of life. It generally appears independently of any diphtheritic 
epidemic, and its occurrence can but rarely be traced to diphtheritic 
contagion. Monti considers it probable that, in the majority of cases, 
the infection is communicated by some puerperal process in the 
mother. 

Primary nasal diphtheria of infants begins with fever, lassitude, 
and apathy; they sleep much, and seldom take the breast. The 
mucous membrane of the nose is swollen and reddened, and secretes 
a thin watery secretion which erodes the skin of the lips and nostrils. 
The mouth is held open, and moist rales are heard in the nose. 
After a fresh attack of fever, which generally occurs in from one to 
three days, the nasal secretion becomes copious, sanious, and mixed 
with blood and pseudo-membranes. The affection may now heal, or 
may spread to the lips, mouth, and pharynx, or may cause death by 
sepsis. 

The prognosis in infants is very bad ; only when the exudation is 
very slight has a cure been observed. 

Treatment is the same as in secondary nasal diphtheria (see 
Diseases of the Pharynx, p. 167). 



I 



SYPHILIS. 

The nose, like all the respiratory organs, is particularly liable to be 
attacked by syphilis. 

The nose is sometimes primarily alTected, by poison from a chancre 
being carried to the nostrils. The first manifestation of secondary 
syphilis is erythema or syphilitic catarrh. It occurs particularly often 
in newly-born infants. There are, however, no distinguishing symp- 
toms between specific and non-specific rhinitis. Papular exanthema 
also attacks the nose. The chief seat is the cartilaginous septum, the 
floor, and entrance to the nose, more rarely the spongy bones. Ac- 
cording to Biiumler plaques occur preferably in infants and children. 
Their course is almost exactly identical with those of the mouth and 
pharynx. Examination reveals roundish spots on the considerably 
reddened and turaid mucous membrane, over which, after a longer 
or shorter time, the epithelium becomes raised, and superficial ulcers 
develop. If some trace back the destructions of the septum and 
turbinated bones exclusively to disintegrated papules, I must 
maintain an op[>osite opinion, although I allow that sometimes 
the plaques seize on the deeper parts and also affect the cartilages 
and bones. 

I have several times seen syphilitic condylomata at the entrance 
and on the floor of the nose, and also on the border between the 
skin and mucous membrane. 

The later stages of syphilis far oftener give rise to aflections of the 
nose. Gummatous infiltration of the mucous membrane must be 
considered the almost constant cause of the frightful destructions so 
often met with. 

At first apparently harmless, and often quite unrecognised, the 
infiltration runs on under the form of chronic rhinitis, accompanied 
by obstruction of the nose, disturbance of smell, increased watery 
mucous secretion, and nasal timbre of the voice ; examination at this 
stage revealing nothing but reddening and swelling. After a longer 
or shorter time, often after several months, the secretion becomes 
thicker and more purulent, but still not at all foetid, and the obstruc- 
tion becomes complete. Inspection of the deeper parts of the nose, 
which, on account of the swelling of the mucous membrane, is very 
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difficult, or even impossible, may show that the mucosa is still 
intact Generally, however, there are superficial ulcers seen, chiefly 
on the septum and turbinated bones, which more than strengthen the 
suspicion of syphilis. If the patients come still later under treatment, 
then, in addition to the already described symptoms, pain in the nose, 
foetid discharge mixed with blood, and sinking in of the bridge or 
point of the nose, make their appearance. Examination now reveals 
dirty looking ulcers of different sizes on the turbinated bones or 
septum, with perforation of the latter, and caries and necrosis of 
the turbinated bones, which either project freely into the nasal 
cavities, like blackish gray masses, or are covered with dirty green 
crusts, and are sometimes surrounded by numerous polypoid excre- 
scences (ozaena syphilitica). 

Although, as a rule, the cartilages and bones are laid bare, 
still, from observations made by myself, Sanger, and Schuster, 
primary perichondritis, together with gummatous and absorptive 
periostitis, are not by any means rare. If these processes are 
localised in the neighbourhood of the nasal bones, and if the disease 
attacks the septum from the inner lamella of the ethmoid bone, the 
bridge of the nose may sink in without previous obstruction and 
foetid discharge. The pus, as I once saw, may also burrow under 
the mucous membrane of the septum to the floor of the nasal 
cavities, obliterate both nares, and give rise to dangerous facial 
erysipelas. The perforations of the septum, which usually have 
their seat in the anterior cartilaginous part, are of very different sizes 
and forms, though, as a rule, roundish or oval; their edges often 
ulcerate for a long time, and are constantly covered with crusts, 
even after their healing ; frequently several defects are present. 

Gummatous infiltration is very commonly localised near the entrance 
and alae of the nose. These parts are seen to be more or less thick- 
ened, tense, and nodular, the aperture narrowed, later on ulcerated 
or covered with cracks and fissures, to which yellowish dry scabs 
adhere. After the ulcers have healed, that is to say, after the 
cartilages are destroyed, the alae nasi sink in, and so give rise to 
narrowing of the nasal apertures and deformity. Ulcerating infiltra- 
tion of the floor of the nose may lead to caries and perforation of the 
hard palate. 
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The diagnosis of syphilis in the first stage, / ^., during the stage of 
erythema and gummatous rhinitis, is absolutely impossible, so long 
as there are no ulcerations, and while other symptoms of the dyscrasia 
are absent The diagnosis of plaques is easy, especially when they 
are also present in the mouth and pharynx. Obstinate catarrh is, in 
my experience, in the highest degree suspicious, particularly when 
combined with rheumatoid pains in the muscles of the shoulders, 
breast, and bacL It may be that ten, or even twenty years have 
passed since the infection was contracted, so that patients really 
no longer think of its being connected with the long forgotten ven- 
ereal affection ; still a trial of iodide of potash, especially in the case 
of married persons, or ladies of rank, appears to be not only justified, 
but also directly indicated. If ulcers are present, or affections of the 
bones, which usually can only be made out by using a probe, one 
seldom is wTong, in the case of adults, in declaring the case to be one 
of syphilis. Nevertheless, great caution is netessary, since lupus of 
the nose, though it occurs but seldom, brings about the same changes, 
while perforations of the septum may be caused by abscesses, blood 
cysts, or the use of bichromate of potash, arsenic, or corrosive 
sublimate. The diagnosis is absolutely certain when other syphilitic 
symptoms, especially copper-coloured skin eruptions, nodes on the 
bones, muscular gummata, or cicatrices in the pharynx and larynx, 
are present 

The prognosis, provided the patients are not too late of coming 
under treatment, is favourable, although deformity of the nose, 
stenoses, or cicatrices cannot always be prevented. When the 
process attacks the facial or cranial bones, death may follow from 
meningitis or convulsions. 

Treatment. — Treatment must be both general and local. In 
hereditary and early forms of syphilis, mercury must be administered ; 
in the later forms, iodide of potash, which hardly ever fails. Local 
treatment consists in very careful cleansing with chlorate or per- 
manganate of potash, insufflating iodoform, and boracic acid, and in 
cauterising the plaques, condylomata, and deeper ulcers with solid 
nitrate of silver or chloride of zinc. 

Schuster and Sanger highly recommend scraping the ulcers and 
polypoid vegetations with the sharp spoon. When the vegetations 
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are widely spread, I prefer to use the cold, or the galvano-caustic 
snare. Abscesses must be opened as soon as possible, and necrosed 
pieces of bone, when not too firmly fixed, removed with forceps or 
pliers. The chronic atrophic catarrhs, which often remain after cure 
of the more severe forms, must be treated on the principles already 
laid down. 



TUBERCULOSIS. 

Tuberculosis of the nose occurs much less frequently than that of 
the pharynx. 

It is met with both primarily and secondarily, in the form of nodes, 
and of miliary eruptions. Its favourite situation is the septum. The 
nodular form may long remain unchanged, until, usually later than 
the miliary form, it becomes converted into superficial lenticular ulcers 
of atonic character. Very few communications have been made on 
tuberculosis of the nose, and these by Laverau, Riedel, Trendelen- 
burg, Weichselbaum, and Tornwaldt The last named observed, 
on the anterior end of the inferior turbinated bone, and on the nasal 
floor, greyish-red non-ulcerated tumours, containing numerous miliary 
tubercles, with giant cells, and at the same time discovered on the 
roof of the pharynx, a shallow ulceration, the posterior end of the 
septum and the larynx being similarly affected. According to Volk- 
mann and Demme, the more serious forms of scrofulous oz^ena also 
depend on miliary tuberculosis. Demme observed, on the septum 
of scrofulous children, besides greyish-yellow nodes, irregular ulcers, 
varying in size from a millet seed to a pea, spread out towards the 
surface, and containing numerous tubercle bacilli. 

The symptoms are usually those of chronic nasal catarrh, with 
foetid sanguineous secretion. 

The diagnosis is founded on the appearance of the ulcers, and on 
the presence of other phthisical symptoms. According to Weichsel- 
baum, one may very easily mistake them for enlarged mucous glands, 
or for more pronounced adenoid vegetations and haemorrhagic 
erosions. Microscopic examination of the nodes and ulcers here 
also affords the surest means of diagnosis, by revealing giant cells 
and tubercle bacilli. 



SCROFULA, LUPUS, AND GLANDERS. 
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The prognosis is, of course, ho|>eless. Even when local healing 
xurs, tubercular deposits appear sooner or later in other organs. 
Trcalmtnt. — Treatment consists in excision, scraping, or destroying 
the nodes with the galvanic cautery, in cauterising the ulcers with 
nitrate of silver or chloride of zinc, and further, in thorough cleanli- 
ness, and in the insufflation of iodoform. 



SCROFULA, LUPUS, AND GLANDERS. 

Up to the present day less is known of scrofula of the nasal 
cavities than even tliat of the pharynx. 

First of all comes tlie question — What is understood by scrofula ? 
According as the extent and limits of scrofula are narrowed or 
widened, the frequency of strumous diseases of the nose will, as Gott- 
stein remarks, be reckoned greater or less. It is a fact that scrofulous 
children are peculiarly often attacked by acute and chronic nasal 
catarrh, especially the form accompanied by purulent secretion. In 
many, ftelid rhinitis is looked on only as a manifestation of scrofula. 
According to Stoerk, fcelid rhinitis in the scrofulous often goes on to 
follicular ulceration, which gives rise to ulcers and destruction of the 
periosteum and perichondrium, and also to perforations of the sep- 
tum, and caries and necrosis of the spongy bones, or of the vomer. 

The destruction does not ap[)ear to proceed altogether from the 
mucous membrane, but sometimes to be brought about by primary 
disease of the cartilages and bones. On account of the absence of 
pathological examination, only clinical observation can be depended 
upon, which by itself cannot be decisive. As far as my own experience 
goes, I have seen a considerable number of children, without any trace 
of syphilis, in whom were defects and losses of the septum and turbin- 
ated bones, which were no longer active. The majority of them had 
scars on the neck In consequence of previous lymphadenitis. In one 
child of twelve, whose septum was wasted away to a small doubly 
perforated piece of tissue, there were retiform cicatrices in the naso- 
pharynx, cicatrices on the skin, and the lips were thick and swollen, 
nevertheless, in the absence of any other symptoms in the patient 
himself, or in his parents, brothers and sisters, 1 was compelled to 
" accept scrofula as the cause. B. Frankel, among others, says that 
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although such defects on the septum and turbinated bones are not 
common, still they undoubtedly exist, and one has no right, par- 
ticularly in the case of children, to infer that the case is syphilis, 
solely on the presence of such changes. Since scrofula and tuber- 
culosis are so nearly related, it may perhaps be warrantable to trace 
such isolated forms to local tuberculosis or to lupus. 

Lupus^ as a rule, attacks the interior of the nose only when the 
external nose is already affected. In rare cases the mucous mem- 
brane of the nose is primarily and alone affected, sometimes in the 
form of lupus exedens, sometimes lupus non-exedens. Both forms 
attack the cartilaginous septum most frequently; the disease ap{>ears 
as little red nodes, of the size of a pin's head, which after a time be- 
come changed into ulcers with foetid secretion, spreading both super- 
ficially and in depth, and result in perforations of the septum or 
necrosis of the alae nasi. Necrosis of the nasal bones, according to 
Kaposi, does not occur in lupus. In the non ulcerating form, re- 
traction of the mucous membrane and of the underlying cartilages 
and bones takes place. 

The diagnosis is sometimes very difficult, particularly when sjmip- 
toms of syphilis are also present. By taking into account the youth 
of the patient, his often very pronounced scrofulous habit, the slow 
spread of the disease, the inefficiency of iodide of potash, and the 
participation of the skin and lymphatic glands, a certain diagnosis 
may always be come to. 

The prognosis is so far doubtful, in that after spontaneous or arti- 
ficial cure, great tendency to relapse exists, and other organs may 
also become affected. 

Treatment, — Treatment consists in destroying as early as possible 
the affected parts, either with the galvanic cautery or with chloride 
of zinc, in careful cleansing of the nose, and in improving the con- 
stitution by means of iron, arsenic, or cod-liver oil 

Glanders is a disease which is communicated to men by animals, 
and chiefly by the horse. Besides the mouth and pharynx, it affects 
the nose also, in quite a special way. 

It principally attacks grooms, coachmen, veterinary surgeons, 
pathological anatomists, in short, all persons who have to do with 
infected animals. On the inflamed mucous membrane of the nose 
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there develop small yellow nodes, which disintegrate, leaving behind 
ulcers of greater or less size, and giving rise to necrosis of the cartilages 
and bones. According to Bollinger, the affection of the nose, both 
in men and in horses, often first appears in the second or third week, 
at the conclusion of the disease, and even then it is by no means 
pathognomonic 

The symptoms at the beginning consist in the secretion of a thin 
tough mucus, followed gradually by swelling, redness, and great 
tenderness of the nose and surrounding parts, especially the root of 
the nose, which often becomes thickened, sensitive, and diffusely 
swollen as in erysipelas. The discharge from the nose, which is 
often from one side only, later on becomes thicker, more purulent, 
brownish yellow, sanguinolent, and foetid. One is seldom]^ able 
to discover real nodes, which most often occur on the alae nasi. 
The more serious cases go on to perforation of the septum, caries 
and necrosis of the vomer, considerable swelling of the submaxillary 
glands, and may end in death from pyaemia. 

The diagnosis is all the more difficult because of the want of any 
etiological factors, and because the ulcers bear the strongest resem- 
blance to those of syphilis and other affections. The febrile com- 
mencement, the almost constant pain in the joints, the appearance of 
glanders pustules on the face, the inefficiency of iodide of potash, 
and the rigors and shivering, put one, as a rule, on the right track. 

The prognosis of acute glanders is absolutely unfavourable. It is 
more favourable in the chronic form, nevertheless marasmus may 
remain for the rest of life. 

Treatment — Treatment consists in cauterising the diseased mucous 
membrane with nitric acid, chloride of zinc, or carbolic acid, also 
in syringing with a solution of creasote (i in 5000) several times a 
day. It is very evident, that in so terrible a disease, which can be 
transmitted from one person to another, the greatest cleanliness is 
necessary, and that all linen, &c., which have become dirtied by 
the secretion should be destroyed. 

PARASITIC DISEASES. 

Amongst the parasitic affections occurring in the nose, soof or thrush 
is relatively the most frequent The occurrence of oidium albicans on 



254 DISEASES OF THE NOSE, 

mucous membranes with ciliated epithelium is quite exceptional 
Thrush occurs in the nose almost only when it is also present in the 
mouth or pharynx, and then chiefly in children, rarely in adults. 
It excites irritation of the mucous membrane, with profuse secretion 
and obstruction of the nose. 

About other fungi little is known. We only know that numerous 
kinds of mould, and of bacteria, occur in the foetid secretion of the 
various nasal affections, and some observers consider that these 
bacteria alone are often the cause of the bad smell in so many nasal 
secretions. 

Macroscopic parasites of the nose must be looked upon rather as 
foreign bodies, since there are no animals to which the human nose 
is assigned as a breeding place. Such parasites usually enter the 
nose during sleep or intoxication, especially if it contain foetid secre- 
tion. The ascaris lumbricoides somewhat frequently, and earwigs, 
centipedes, threadworms (oxyuris vemiicularis), maggots (oestrus), 
the pentastoma taenioides, flies' eggs, and leeches have also been met 
with. This aflection occurs far more frequently in the tropics than 
with us ; the Indian " Peenash " is very often due to the immigration 
of the eggs of the lucilia hominivora. 

The symptoms, which these parasites excite, are due to the kind and 
size of the insect. The first symptom is itching and sneezing, then the 
affected nostril becomes stopped up, and a mucous, sanguineous, 
or purulent secretion and epistaxis set in, or there are oedematous 
swelling of the face and fever, throbbing pain in the head, giddiness, 
sleeplessness, cerebral irritation, convulsions, and coma. In rare 
cases, patients have a feeling of some object moving in the nose. 
B. Frankel in his book relates that when the French army was in 
Mexico, numerous suicides took place in consequence of the fright- 
ful pain excited by the larvae of insects in the nose. 

The diagnosis of thrush can only be made with the microscope, 
otherwise it is impossible to help mistaking it for diphtheria. The 
diagnosis of parasites is sometimes extremely difficult, particularly 
when those attacked can give no clue, but if very careful and oft 
repeated inspection be made, the trouble cannot long remain con- 
cealed. 

Treatment — Treatment must be directed to removing the parasites. 
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An attempt should always be made to drive them out of their hiding- 
places with the nasal douche, before proceeding to extract them with 
instruments. To kill the parasites, inhalations of ether, alcohol, benzoin, 
chloroform, sal ammoniac, and turpentine, fluid injections containing 
alcohol, alum, creasote, carbolic acid, and chloroform, infusions of 
tobacco, and oak bark, insufllations of iodoform, carbolic, or thymol 
powder, calomel, and corrosive sublimate are all considered good. 
Mankiewicz recommended painting with balsam of Peru. As a 
rule, all symptoms disappear after the parasites are removed. If 
any discharge from the nose remain, it must be treated on the rules 
already mentioned. 

The treatment of nasal thrush is the same as that' of the mouth. 

HAEMORRHAGES. 

No organ shows so great a tendency to haemorrhage as the nose. 
The cause lies partly in its exposed position, and partly in its extra- 
ordinary richness in blood vessels. 

Amongst the exciting causes, the most frequent are wounds, falls, 
or blows on the nose, fractures of the bones and cartilages, entrance 
of foreign bodies, scratching and picking with the fingers, violent 
blowing the nose, introduction of a probe, catheterising the Eusta- 
chian tube, and other operative interference. Besides these may be 
added, spontaneous symptomatic haemorrhages in the course of acute 
and chronic catarrhs, ulcers, plethoric neoplasms, foreign bodies, and 
parasites. Haemorrhages from engorgement and active hyperaemia 
occur during whooping-cough, and diseases of the lungs and heart, 
particularly in aortic insufficiency and general plethora, and also in 
some liver and spleen affections. The acute infectious diseases, 
especially scarlatina, measles, typhoid, recurrent fever, and diph- 
theria, supply a considerable contingent Habitual or often recur- 
ring haemorrhage without disease of the nasal mucous membrane, is 
quite common in anomalies of the blood, chlorosis, anaemia, preg- 
nancy, haemophilia, morbus maculosus, leucaemia, and scorbutus. 
Here also may be mentioned haemorrhage occurring during puberty, 
and from hereditary plethora. The next cause lies in abnormal fra- 
gility of the vascular walls. Comparatively still less known causes of 
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habitual epistaxis are dilated small vessels, pin head telangiectases, and 
erosions of the septum. These are most often met with on the most 
antero-inferior part of the cartilaginous septum, from one to one and 
a half centimetres above the level of the floor of the nose, and 
seldomer on the middle of the septum, or on the anterior ends of the 
spongy bones. Of the occurrence also of vicarious epistaxis there is 
no doubt. It takes the place of haemorrhage from the anus, as in 
haemorrhoids, or of menstruation. Several cases of epistaxis, occur- 
ring regularly every four or six weeks, in place of the menses, and 
disappearing with pregnancy, are cited by B. FrankeL Intermitting 
haemorrhages from the nose occur in intermittent fever. 

Of much less frequent occurrence than free haemorrhages, are those 
into and under the mucous membrane. They appear either as little 
pin-head or bean-sized ecchymoses, or as tumour-like swellings — 
haematomata. They arise either spontaneously or from injuries, 
particularly after fractures of the bony and cartilaginous septum. 
Their surface is smooth and soft, their colour from deep red to 
black, and the surrounding mucous membrane appears ecchymosed 
Usually the swelling is bilateral, and fluctuating, and it may be so 
large as to protrude from the nostril. 

In free haemorrhages the blood flows either gradually and slowly, 
or quickly and in a stream, from one or both nostrils. When the 
haemorrhage is from the posterior part of the nose, the blood flows 
through the nasal fossa and is swallowed, vomited, or expelled through 
the mouth. The quantity of blood lost is extremely variable, 
— from a few drops to several pounds. The colour is generally 
bright red, but when coagulated or slowly effused it becomes 
brownish-red or black. Some forms of nasal haemorrhage are pre- 
ceded by giddiness and flushing of the head, dull pressure, throb- 
bing in the forehead, tinnitus, and sleeplessness, afterwards the 
patients generally feel very much relieved. Habitual epistaxis often 
leads to anaemia and weakness, very violent acute bleedings may give 
rise to fainting, weakness of the heart, and even to death. In pro- 
fuse haemorrhage during sleep or fainting, the danger of inspiring the 
blood is very great. Ecchymoses usually occur without symptoms, 
larger haematomata cause obstruction of the nose, interference with 
smell, and in some cases dull pain. 
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The diagnosis of free hsemorrhage is generally easy, especially if 
the blood flows from the nostrils, or if the bleeding spot can be seen. 
The diagnosis is more difficult when the blood flows through the 
fossae, or when it is doubtful whether the blood comes from the 
lungs, pharynx, or stomach. Haemoptysis is usually preceded by 
extensive dull pain in the chest, or by sharp pain, cough, and other 
symptoms of phthisis, or of valvular lesions ; haematemesis, by stomach 
symptoms, such as vomiting, nausea, and eructation. Haemorrhages 
from the throat are recognised on inspection, or on employing 
posterior rhinoscopy, haematomata and ecchymoses by anterior rhin- 
oscopy. 

The prognosis depends on the cause and duration or severity of 
the bleeding. It is very unfavourable in fractures of the skull and 
in cases of haemorrhagic diathesis, because in cases of the latter the 
haemorrhage recurs, and we possess no remedy to cure the funda- 
mental disease. It is self-evident that profuse haemorrhages with 
fainting, disappearance of the pulse, &c., are always dangerous, espe- 
cially if skilled help be not to be had, and also that profuse, or recur- 
ring bleedings in the course of severe febrile diseases, of typhoid, 
diphtheria, &c, present, to say the least, a very doubtful prognosis. 

Treatment, — As some haemorrhages, especially those occurring in 
persons affected with plethora, haemorrhoids, heart disease, and 
amenorrhoea, exercise a beneficial influence on the general condition, 
no treatment is necessary so long as the bleeding is not excessive. 
In other forms, treatment must be regulated by the intensity of the 
haemorrhage. When it arises from the anterior part of the septum, 
it can most easily be controlled by compressing the corresponding 
ala of the nose with the finger, or by introducing a piece of wadding, 
sponge, &C. Snuffling, blowing the nose, and bending forward the 
head, as are so often done, prolong the bleeding, and must be abso- 
lutely forbidden. In moderate bleeding from the deeper parts of 
the nose, the nasal douche is recommended, or the snuffing up of 
some astringent solution containing alum, vinegar, or liq. ferri per- 
chlorid. (15 drops to a pint of water), but when the bleeding is 
more profuse, these and the numerous other popular remedies are 
useless. 

The sure.st method is tamponading or plugging. In most cases 

R 
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plugging anteriorly is enough. A piece of ordinary, or, better, of 
haemostatic wadding, about a finger's length, and one to two centi- 
metres thick, rolled round with a thread, is introduced into the nose 
by means of a forceps or of Gottstein's screw, and firmly pushed into 
the upper parts with a probe, then a second piece, and if necessary a 
third, till the nose is filled ; the threads hanging out of the nostrils are 
either tied round the ear, or fastened to the bridge of the nose with 
a piece of plaster. After twenty-four hours the plugs are removed. 

If this does not succeed, then plugging the posterior nares must be 
reverted to. 

In cases of necessity an elastic catheter does very well. Through its 
apertures a piece of thick waxed thread, catgut, or strong antiseptic silk, 
is passed ; the catheter is now introduced into the nostril and pushed 
back till the thread is seen behind the soft palate, when it is seized 
with forceps and drawn out of the mouth, and a dry piece of wadding, 
about the size of a walnut, is tied to it several centimetres from the 
end. By drawing back the catheter, the tampon, with the help of the 
forefinger, is brought into the naso-pharynx and then pushed into the 
nasal fossae. The short thread lying in the pharynx serves to draw 
out the plug, the longer one hanging out of the nose is to be fastened 
in the way mentioned above. 

Plugging is easier when Bellocq's sound is used, as the spring with 
the thread fastened to its anterior end passes more quickly round the 
palate ; only it would be desirable that the instrument to be used in 
future were more slender and neat. The introduction and fas- 
tening of the plug takes place in the same way as with the catheter. 
The plug should not be left in the nassal fossae more than from forty- 
eight to sixty hours, as gangrene, tetanus, erysipelas, and pyaemia 
have occurred by its being left in too long. 

Among the numerous instruments for this purpose, the rhineur)Ti- 
ter or rhinobyon of St Ange must be mentioned, and also the intra- 
nasal plug of Cooper Rose. Each consists of a thin indiarubber 
bag, which is connected with a tube provided with a stop-cock. The 
bag is passed empty along the floor of the nose into the nasal fossae, 
and then blown up or filled with water. 

If the bleeding still continue, or there is danger in delaying, then 
transfusion is indicated. 
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The main indication for treatment is, in the second place, to 
remove the fundamental disease, and prevent the recurrence of the 
haemorrhage. Such a radical cure is almost always possible in those 
cases of bleeding, which owe their origin to pathological changes 
of mucous membrane, e^.^ chronic catarrh, polypi, foreign bodies, 
parasites, ulcerations, and excoriations. It is very often possible to 
improve the blood, and lessen the predisposition to epistaxis, by the 
inward administration of such remedies as iron and quinine, or by 
residence in the country. The most suitable styptics to be taken 
inwardly are ergotin (which may also be administered subcutaneously), 
liq. fer. perchlor., sulphuric acid, and acetate of lead. Plethoric 
persons, and those subject to haemorrhoids, should be sent to Karls- 
bad, Kissingen, Homburg, or Marienbad ] or, the former should be 
purged at home for a considerable time, and most strictly enjoined to 
avoid alcohol, while for the latter, prophylactic blood-letting by means 
of leeches to the anus is recommended In order to bring back 
menstruation to its normal condition, scarification of the vaginal 
portion of the uterus, hot douching, hot foot baths, and iron and 
aloes pills should be prescribed 

Haematomata must be emptied as soon as possible from their most 
dependent part, or, if necessary, split through their whole extent, just 
as if their contents had already become purulent 

FOREIGN BODIES AND CONCRETIONS. 

Foreign bodies in the nose occur almost only in children, very 
rarely in adults, and then generally in the insane. 

Among the ordinary things that children put into the nose while 
at play, are peas, beans, buttons, cherry and plum stones, stones, 
pieces of wood, small sponges, paper and other pellets, bits of shoe 
leather, &c In adults there sometimes remain, after injuries, bullets 
or broken off knife blades, or other objects ; as, for example, in a 
case of Voltolini's, where the patient, after a fall, carried a large 
number of broken reeds in his nose for three months. Plugs also 
may be left, through forgetfulness, and pieces of food may become 
lodged in the nasal fossae during the act of vomiting. 

The symptoms, which foreign bodies give rise to, are caused by 
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their physical properties, and by the length of time they remain u 
the nose, fieans and peas sprout, and throw out roots and out-l 
growths. Pointed objects, soon after their entrance, give r 
bleeding, as well as pain ; rounded objects excite swelling of the 
mucous membrane, with at first serous, afterwards purulent secretion, 
and render the affected side of the nose more or less impermeable. 
The longer a foreign body remains in the nose, the more fcetid 
becomes the secretion, the more violent the headache and pressure 
in the brain. The ordinary sequelse are ulceration, necrosis, and 
ixilypoid vegetations. Tiie skin of the nose and cheeks often swells 
up, and the upper lip is eroded by the pungent fcetid sanguinolent 
secretion, while disjilacement of the naso-lachrymal canal gives rise i 
to epiphora, conjunctivitis, and other affections. 

Similar symptoms are set up by concretions. Small foreign bodieacfl 
generally give rise to their formation, by becoming superficially J 
encrusted with lime. Sometimes the nucleus of these concretions or \ 
rhinoUlhs, is formed by dried-up secretion, or by a coagulur 
blood. In a case related by Schmicgelow, nothing of this kind! 
could be made out. Hering once observed the nasal cavities 4 
almost completely closed by a hard substance, like cement Thel 
main part of these rhinolilhs, or about 80 per cent., consists ^1 
inorganic substances, chiefly phosphate and carbonate of lime, 
little oxide of iron, and about 20 per cent, of organic materiai 

According to B. Friinkel, this stone formation is not lo be con-j 
founded with calcification of the mucous membrane ; the latter i 
occurs in the noses of old people, sometimes also in younger pet-l 
sons, in consequence of the diathesis ossificans. Particularly tho¥ 
mucous membrane of the accessory cavities, and of the simngyl 
bones, may calcify in the form of fine grains and laminse, and mavf 
assume a white apiKarance. 

The diagnosis of foreign bodies and concretions, in the case c 
children, and where no history can be got, can only be made byl 
direct examination. Fcetid discharge in children should always J 
make_one suspect that it is caused by a foreign body. I have I 
rarely been deceived in this, and was once able in a few minutes I 
to remove an affection that had remained unrecognised for years, I 
and had been treated witli all sorts of lotions. On account of thej 
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great opp>osition children make, an anaesthetic is indispensable for an 
exact examination of the nose, narrow enough at any time. As 
inspection, often on account of the enormous swelling and copious 
secretion, gives no, or only very insufficient information, the diagnosis 
comes to depend, for the most part, on probing ; this, however, may 
also mislead, as it may, for example, cause one to mistake a rhinolith 
for a sequestrum of bone. 

Treatment — The removal of foreign bodies requires not only 
caution, but also considerable skill. Roundish bodies recently put 
into the nose may, under favourable circumstances, be removed by 
blowing the nose, or by the introduction of snuff, or of the nasal 
douche into the free nostril. Objects which have been in some time, 
and have been driven further back, must be extracted under the guid- 
ance of the mirror, by means of forceps, pliers, or other suitable instru- 
ments. I myself prefer to use, especially in the case of smooth 
objects, which may so easily be pushed deeper into the nose, a 
probe, spoon-shaped, or fashioned into a loop at its extremity, 
which is cautiously brought behind the foreign body. In children 
anaesthesia is generally indispensable, but quite unnecessary in adults. 

Concretions, which, on account of their size, or their hardness, 
cannot be extracted in totOy must first be lessened by means of 
forceps, or of lithotrite-like instruments, and then removed piece- 
meal To push them directly through the fossae into the pharynx, as 
may be done, with some foreign bodies, is rough, and is only justifi- 
able when removal through the anterior nares is impossible. During 
the manipulation, either breathing must be forbidden, or the finger 
must be introduced into the naso-pharynx. 

NEOPLASMS AND TUMOURS. 

It is very difficult to draw a hard and fast line between hyper- 
trophies of the mucous membrane and real neoplasms. It w^ill be 
well, therefore, considering the numerous transition forms, which 
have already been mentioned under chronic rhinitis, that, after Hop- 
mann's example, we should designate the latter, /.^., the cavernous and 
telangiectatic tumours and papillary formations, polypoidal tumours, 
while the real neoplasms should be known simply as polypi 
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The etiology of these swellings is somewhat obscure. That irritable 
conditions of the mucous membrane, and particularly chronic catarrh, 
figure to a certain extent, or even at all in their causation, appears 
to me very doubtful, from the fact that mucous polypi in one nostril, 
and hypertrophy of the mucous membrane in the other, or both in 
the same nostril, at the same time, is quite a common occurrence. Still 
the fact remains that, in spite of the great frequency of nasal catarrhs 
in children, neoplasms are observed only in exceptional cases, before 
the age of fifteen. Of the etiology of malignant neoplasms of the 
nose, as of other parts of the body, very little is known. 

The commonest form of non-malignant neoplasms are mucous 
polypi. 

They are seen as soft, oedematous, jelly-like, transparent tumours, 
bluish-white or yellowish, more seldom reddish or deep red in colour, 
and varying in size from that of a pin's head to that of the thumb. 
They are usually oval in form, or pear-shaped ; the larger ones always 
assume the form of the space in which they grow, and are, therefore, 
generally flat, and longer than they are broad. If they have peduncles, 
they are suspended in the nares as longish sack-like formations, mov- 
able with every breath, but if their peduncle is very wide, or their 
insertion diffuse, they are seen as irregular, slightly moving, or im- 
movable tumours. They most usually spring from the edge of the 
middle turbinated bone, from the nasal roof, from the outer wall of 
the nose, or from the space between the inferior and middle tur- 
binated bones, more rarely, however, from the former, and still more 
rarely from the septum, or from the floor of the nasal cavity. They 
are always in groups, one by itself being a very great rarity. There 
are usually several present, sometimes as many as twenty, or even 
thirty to forty. Once I removed as many as sixty-five from the 
nostrils of a patient. Generally both nostrils are affected, rarely one. 
In well marked cases both are completely obstructed from front to 
back. Mucous polypi contain the elements of the mucous membrane 
from which they arise, their epithelium almost always consists of 
ciliated cells, the movement of which, in a recently extirpated poly- 
pus, affords a most interesting object for demonstration. 

According to Billroth, sometimes the connective tissue, sometimes 
the glandular tissue preponderates. In the former case they appear 
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like soft fibromata, in the latter like adenomata, whose newly-formed 
hypertrophied glands are held together by a widely cancellated cede- 
matous connective tissue. Hopmann designates mucous polypi as 
soft fibromata, consisting of a widely meshed network of areolar con- 
nective tissue, the meshes of which are filled partly with cells and 
partly with serum-albumen, and which sometimes contain serous or 
purulent cysts. 

Another form of nasal polypi are the papillomata. According to 
Hopmann, whose assertion I can uphold, they occur exclusively on 
the inferior turbinated bone, as partial or diffused broad based 
tumours of papillary structure, rarely pedunculated or sharply defined 
from the healthy mucous membrane. The papillae are either closely 
packed together or loosely separate, in the latter case the individual 
papillae are more developed, and are connected like berries on short 
thick stalks. Their colour varies from bright rose to a cherry red, 
their consistence from the softness of a mucous polypus to the hard- 
ness of a fibro-sarcoma. They are mostly soft, berry-like, more 
rarely composed of papillae arranged like laminae. Other observers, 
among them Schaffer and Zuckerkandl, describe these papillomata as 
telangiectatic tumours. 

Tumours, consisting for the most part of compact connective tissue, 
are designated ^^n?/«a/tf. These occur very rarely in the anterior 
parts of the nose, they are more frequently met with in the posterior 
divisions of the nose, and there represent naso-pharyngeal polypi. 
Besides connective tissue they generally contain elastic fibres, round 
cells, and dilated vessels, and may, therefore, also be called fibro- 
sarcomata. They arise almost exclusively from the superior wall of 
the nose, from the periosteum of the vomer, and sphenoid, from the 
sphenoidal fissure, or from the aponeurosis of the foramen lacerum 
anterius. They are seen as compact globular or bottle-shaped 
tumours, generally with broad pedicles and of slow growth, but often 
attaining an enormous size, filling the entire pharynx, and growing 
forward into the nose. The more sarcomatous forms, which are very 
rich in cells, more usually penetrate the cranial cavity, while the 
purely fibrous must be considered as benign tumours. 

The sarcomata belong to the malignant neoplasms, consisting of 
small or large, round or spindle cells. They are usually soft and very 
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rich in blood. Carcinomata and epitheliomata happily occur but 
very rarely. They consist of pavement epithelium, and are seen as 
soft cauliflower - like papillomatous growths, with capillary loops, 
which grow with extraordinary rapidity, penetrate all fissures, per- 
forate neighbouring bones, seize upon the external skin, and extend 
rapidly into the orbital, oral, and cranial cavities. 

The crests and spines on the septum, previously referred to, are 
partly enchondroses, partly exostoses, and hyperostoses. Besides 
these, there also occur echinococcus tumours, enchondromata, osteo- 
mata, myxomata, ivory exostoses, and hemiae cerebri 

Amongst the most remarkable formations are those tumours which 
partially or altogether consist of hairs, or which contain cartilage, 
bone, fat, connective tissue, and glandular substance. The forma- 
tion of teeth in the nose has several times been observed, and among 
others, by Schaffer and Fletcher Ingals. 

The symptoms of neoplasms in the nose are caused by their size 
and situation. Smaller tumours, especially mucous polypi on the 
nasal roof and on the middle turbinated bone, may run their course 
utterly without symptoms, and are often only discovered by chance. 
As they continue to grow, the already mentioned symptoms of chronic 
rhinitis with nasal obstruction make their appearance. Telangiec- 
tatic tumours, particularly when on the septum, and also papillomata, 
give rise to frequent and profuse haemorrhage. From the nose be- 
coming filled up with very many or very large pol>T)i, not only do 
the spongy bones become atrophied, and the septum displaced, but 
the external appearance of the nose also becomes altered, the bridge 
looks broader and flatter, and the nasal bones form an obtuse angle. 
In some cases there is a feeling as of some foreign body moving 
about in the nose, and often the polypi protrude from the nostrils. 
Naso-pharyngeal polypi give rise not only to alteration in speech, but 
also to difficulties in swallowing, or to the sensation of a foreign body 
in the pharynx, to tendency to vomit, copious secretion, dull pressure 
in the head, often to quite remarkable sleepiness, and also to distur- 
bances of hearing. From pressure on the naso-lachrymal canal 
epiphora may arise ; by closure of the sinus apertures, hydrops of the 
antrum of Highmore, or empyema of the frontal sinuses, may be set up. 
Malignant neoplasms have, at first, the same symptoms. With their 
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growth there result purulent, often very foetid, secretion, violent and 
frequent epistaxis, pains in the nose and under the eyes, exophthal- 
mos, redness and ulceration of the skin, cachexia, pyaemia, and cere- 
bral symptoms. 

In the case of all neoplasms, symptoms on the part of the nervous 
system occur particularly often, such as headache, giddiness, failure 
of memory, inability for mental work, and also the previously men- 
tioned reflex neuroses. Of these last, however, only asthma and its 
relation to nasal polypi will here be discussed. And first of all, the 
fact must be affirmed, that asthma is comparatively seldom observed, 
considering the extraordinary frequency of polypi. All observers 
are also agreed on this, that asthma occurs far more frequently in 
cases where polypi do not entirely obstruct the nose, than in cases 
where both nostrils are impermeable. The reason for this is found, 
so far as can be gathered from observations hitherto made, in the 
excitability of the nerves of the mucous membrane, particularly of 
those of the erectile tissue of the inferior turbinated bone. By the 
irritation which the polypi exercise upon the nerves of the mucous 
membrane, there arises an engorgement of the erectile tissue, which 
either immediately or by gradual carbonic acid intoxication causes 
asthma. The occurrence of the attacks during sleep, and their 
absence in those patients with polypi, who must sleep with their mouths 
open, mainly support the theory of carbonic acid intoxication in 
consequence of insufficient nasal respiration. The absence of asthma, 
in complete obstruction of the nose from polypi, is explained on the 
one hand, by the lowering of the sensibility of the sensitive mucous 
membrane from being in constant contact with the neoplasm, and on 
the other, by the impossibility for stimulus from without to reach 
the mucous membrane. 

The diagnosis must be founded on inspection and palpation. 
While the former affords information more generally as to the pre- 
sence of polypi, the probe gives more precise instruction as to the 
manner of attachment, size, and number. Pedunculated polypi move 
backwards and forwards with respimtion, while larger and sessile 
ones appear altogether immobile. The diagnosis of smaller tumours 
on the roof of the nose, or deeply situated in the middle meatus, is 
very difficult, even impossible, when deviations of the septum or 
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spines are also present Naso-pharyngeal polypi can only be made 
out by posterior rhinoscopy and digital examination. 

The prognosis must depend on the situation and on the histolo- 
gical structure No one can deny, that in consequence of the ad- 
vances of nasal surgery, the prognosis is now much more favourable 
than formerly. Restoration of nasal respiration can almost always be 
accomplished, and with it removal of the symptoms caused by it The 
prognosis is obscured only to a certain extent by the decided ten- 
dency of most polypi to return, hence a radical cure is very often 
effected. Recurrence is frequently due to too little perseverance on 
the part of the patient, but also to insufficient treatment of the 
pedicle, and the impossibility of getting at polypi deeply concealed 
Even sarcomatous polypi may be thoroughly cured, when favourably 
situated. Of course, malignant tumours, especially soft carcinomata, 
give a hopeless prognosis. 

Treatment — Treatment can only be operative. Cauterising with 
lunar caustic, touching with chromic acid, or electrolysis, can only be 
looked on as tedious and purposeless. It is quite evident that the 
method formerly, and still at the present day sometimes, used, viz., the 
tearing out with forceps, only exceptionally accomplishes a radical cure; 
and of what use is it to the patients usually afflicted with numerous 
polypi, if only the most anterior and most visible polypus is partly 
or altogether removed ? Apart from the uselessness of the method, 
it is, as VoltoUni, years ago, rightly said, a very rough and painful one, 
all the more as injuries to the turbinated bones, and tearing away 
healthy parts of the mucous membrane, are quite unavoidable. 

The method least hurtful to the patient, is removal by means of 
the cold snare, for the introduction of which credit is chiefly due to 
Zaufal. Those who have once been operated on, by means of 
forceps, can never sufficiently praise this method. I have modified 
Tobold's wire snare by strengthening the handle, and placing a ring 
on the posterior end, which, by being able to rotate, gives to the 
instrument greater handiness and strength for operations in the nose. 
The tube, through which good steel or brass wire is drawn, must be at 
an obtuse angle to the handle, and at least 14 centimetres long, and 
must have a cross bar about a millimetre from the anterior end, 
against which the tumour, when seized, can be cut through. The 
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rire being pushed through, is 
ound one of the hooks fixed it 




fastened by winding it several times 
the sliding |>arL 
The operation Is performed in the 
following manner. After the nostril 
has been dilated with the speculum 
held in the left hand, and well illu- 
minated by means of the forehead 
reflector, the snare, held in the other 
hand, with the noose corresponding 
lo the size of the pol)-pus to be re- 
moved, is introduced into the nose 
in a vertical direction, pushed under 
the most anteriorly shu at ed polypus, 
brought up as neaj to its base as 
possible, and then drawn tight The 
polypus cither remains in the noose, 
or falls out of the nose ; when of 
considerable size, it must be care- 
fully removed. When the pedicle 
is narrow, bleeding is very slight; 
when the attachment is extensive, 
bleeding is more considerable, but 
not dangerous, while there is little 
or no pain. After stopping haemor- 
rhage, and removing clots and muc- 
us, the snare is applied lo the next 
polypus in the same way, and so on, 



I 



268 DISEASES OF THE NOSE. 

till all are removed. When pedicles are thin, bleeding little, and 
polypi few, the operation is completed in a very short time. 

It is quite another thing, however, when both nares are completely 
impermeable, or when one has to do with extensively attached flat 
growths. In the former case, the trickling, and even flowing blood, 
and the mucus which is copiously secreted in consequence of irritation 
of the mucous membrane, must, after each operation, be removed with 
forceps or a syringe, which not only causes great delay, but which is 
often very difficult If the nose is entirely filled up with polypi, 
then, as I have often observed, repeated operations are necessary 
before respiration through the nose can be restored. 

Polypi with thick pedicles, but still more those of very flat growth, 
offer considerable opposition to the use of the cold snare. It may 
happen that, owing to its unexpected thickness, a pedicle may not 
be cut through. The perplexed beginner, in this trying situation, 
requires only to cut the wires through at their posterior end with 
scissors, and draw back the snare. The noose holding the polypus 
can easily be removed by rotating and pulling upon one end of the 
wire. Polypi, when extensively attached, must therefore be removed 
with the galvano-caustic or electric snare ; but one must often work 
with both snares alternately. On account of the high price of platinum, 
steel wire is reconmiended for the electric snare ; the strength of the 
current, however, must always be tested beforehand, in case the wire 
should fuse. The greatest difficulties are met with in removing neo- 
plasms from narrow or crooked noses. But, with practice and skill, 
these hindrances will also, in time, be overcome, by learning to make 
use of the most limited space. 

As cutting away what is above ground is not enough for the extir- 
pation of a weed, similarly one must not be content with simply 
cutting away polypi. 

Here begins the most important part of the treatment, the destroy- 
ing the stump and the place of origin. The more energetically and 
carefully this is done, the more favourable are the prospects of radical 
cure ; the more carelessly, the more certain are the polypi to recur. 
It is often most difficult to convince patients of the necessity of this 
procedure, they being quite content with being again able to breathe 
through the nose. Although cauterising with solid caustic, chromic 
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acid, or chloride of zinc, is not to be rejected, still the galvanic 
cautery is far the best remedy. Suitably formed cauteries are pressed 
against the stump of the polypus, or are made to penetrate it, and 
destroy as much of it as possible. The cauterisation is all but pain- 
less, so long as diseased tissue only is touched, becoming more pain- 
ful, however, the nearer the healthy tissue is approached ; shooting 
pains in the teeth, too, are generally complained of. 

If the operation is conducted in this way, radical cure may take 
place in cases where it seemed scarcely possible. Not so favourable, 
however, are the prospects in sarcomatous and in extensively attached 
polypi Although they remain apparently cured for one or several 
months, or even for a year, still, in spite of the galvanic cautery, they 
may again recur. In such cases, M. Mackenzie recommends that, 
not only a piece of the mucous membrane, but the entire spongy bone 
be removed with forceps, or with a cutting chisel 

Considering matters from a practical point of view, it may not be 
out of place to notice here some of the unpleasant incidents, reaction 
and after-treatment of these cases. 

The most frequent of these disagreeable events, during the opera- 
tion, is haemorrhage. It has been already mentioned that the galvanic 
cautery cannot be too highly praised, in that haemorrhage is, by its 
use, almost entirely prevented. Although this is not altogether the 
case, still it is true that profuse haemorrhage can be obviated by its 
use, by frequently interrupting the current, and thus preventing the 
instrument getting to white heat. Insignificant haemorrhages can 
generally be stopped by injecting cold water, or a solution of per- 
chloride of iron, and when more profuse, not by plugging with Bellocq*s 
sound, but by pressing a piece of wadding, or a piece of fine sponge, 
impregnated with perchloride of iron solution, against the bleeding 
point. 

Sometimes there arise, from irritation of the sensory nerves, parti- 
culary in operations on the nasal roof and middle spongy bone, 
attacks of sneezing, or of lachrymation, also nausea, vomiting, and 
fainting, or a feeling of weakness. Suspending the operation, and 
applying restoratives, such as smelling salts andj^wine, will soon 
cause the patient's recovery. If too many polypi have not been 
removed, patients may immediately return to their business, or go 
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home ; it is best, however, to tell them, that after a time a great 
deal of mucous, bloody, and even purulent secretion, will come from 
the nose, and perhaps even stop it up again. 

This last condition generally occurs after cauterising a great many 
polypus stumps, or a large extent of degenerated membrane. A true 
fibrinous exudation is formed, which takes up space, and is often not 
thrown off for about fourteen days. A further extension of this 
croupous exudation, I have, as yet, never observed, and just as 
seldom the appearance of erysipelas. In some cases reaction is more 
violent, and patients get slight fever, headache, lassitude, and loss of 
appetite, and are even compelled to take to bed. By administering 
quinine, cooling drinks, poultices and a laxative, recovery is soon 
brought about. 

The proper after-treatment consists in washing out the nose two 
or three times a day with some disinfectant, such as chlorate of 
potash or boracic acid. This not only succeeds in removing the 
copious secretion, but also in preventing its putrefaction or infection 
with diphtheritic poison. 

The removal of naso-pharyngeal polypi is one of the most difficult 
of operations. 

The operation may be performed either from the nose, or from the 
pharynx. If the method through the nose is chosen, the cold and the 
electric snare next come into consideration. The difficulty is to get 
the noose to the very base of the tumour ; this can be done in two 
ways, either by turning and raising the noose till it is accomplished, or 
by pushing the wire introduced into the nasal fossae over the tumour, 
with the help of the index finger in the naso-pharynx, which, however, 
is easier said than done. Zaufal constructed a peculiar wire snare 
with spring power, by which the loop is formed after introducing 
the point of the instrument into the pharynx. Because of the ex- 
traordinary hardness and extensive attachment of naso-pharyngeal 
polypi, the electric snare must be preferred on account of its certainty. 

It often happens that all attempts fail to secure the tumour in the 
snare. In such cases I renounce all further experiments, and push 
directly against the body of the root of the polypus, provided it can 
be seen, or at least felt with a probe. I have often succeeded, by 
boring in with a pointed, or knife shaped cautery, in making the base 
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of the tumour slough, so that it shrivels up and falls off. A further 
advantage of this method is that special after-treatment of the stump 
becomes unnecessary. If this also should fail, then an attempt must 
be made to remove it from the pharynx. 

Crushing with cutting forceps, I do not consider to be by any 
means so dangerous and rough an operation as tearing out with 
ordinary dressing forceps; the difficulty lies only in getting the 
branches of the instrument sufficiently near the place of insertion ; 
cauterisation with lunar caustic or with the galvanic cautery must also 
be undertaken here. 

The application of the cold and of the electric snares from the 
pharynx, offers no less difficulty than that from the nose. Although 
it is desirable to operate under the guidance of the mirror, still it 
appears to me absolutely useless, especially as want of room so often 
demands modifications in this respect. Gradual destruction by pres- 
sure of a solid galvanic cautery, or of Lincoln's concealed electrode, 
is certainly very tedious, although no doubt successful. 

Malignant neoplasms may for a time be delayed in their growth, 
though not, of course, cured, by energetic and frequent application 
of the galvanic cautery. At a later stage their extirpation by means 
of resection is indicated, though their recurrence even then is all but 
inevitable. Enchondromata may be removed with the cold snare, as 
a case related by M. Mackenzie proves, but the electric snare seems 
more certain. Soft spongy osteomata or exostoses may be broken up 
with pliers and removed piecemeal ; compact ones require chiselling 
out, or the application of the chain saw, or, if necessary, drilling out 
after splitting the nose. 

Although not always possible, yet, in the majority of cases, neo- 
plasms situated in the nose or in the naso-pharynx may be got rid of by 
endo-nasal or endo-pharyngeal means. No doubt, therefore, in time, 
these hitherto so much preferred severe surgical operations, splitting 
the hard and soft palates, resection of the upper jaw, of the nose, &c., 
will be reduced to a minimum, all the more, as by means of them no 
better guarantee against recurrence is given. Fortunately these 
methods are abhorred by the public, who are now beginning more 
and more, to prefer the special methods of treatment 



272 DISEASES OF THE NOSE. 

DISEASES OF THE NERVES. 

Corresponding to the two principal functions of the nose, sensibility 
and smell, we differentiate disturbances of the trigeminus or fifth 
nerve and of the olfactory nerve. 

Disturbances in the sphere of the trigeminus are of very rare 
occurrence. 

Anasthesia of the nasal mucous membrane alone is extremely rare. 
As a rule, it is caused by central diseases, and paralysis of the trunk 
of the trigeminus in consequence of cerebral tumours and syphilis of 
the brain. Insensibility of the nasal mucous membrane is manifested 
by absence of reaction to touch, and by the absence of sneezing. If at 
the same time smell appears diseased, the reason is, that the percep- 
tion of sharp, pungent odours, such as sal ammoniac and acetic acid, 
is not a sensation of smell, but rather one of taste. 

Hypercesthesia of tJu nasal mucous membrane^ on the other hand, 
is of pretty common occurrence. It manifests itself by the occur- 
rence not only of unpleasant itching sensations, but also the most 
severe reflex symptoms, and especially fits of sneezing, whenever 
irritation, of however insignificant a character, affects the mucous 
membrane of the nose, the eye, or even distantly situated organs, 
such as the sexual apparatus and the rectum. The itching feeling in 
the nose caused by entozoa, especially the ascaris or the tapeworm, 
is well known. Hay fever and nervous catarrh may also be looked 
upon as similar neuroses. 

Neuralgia of the nasal branches of the trigeminus often occurs 
before or during the course of an acute catarrh. The dull headache, 
especially in the forehead, the piercing, beating, and hammering 
pains synchronous with the pulse, deep in the eyes, in cases of acute 
and chronic hyperplastic catarrh, of polypi, and diseases of the acces- 
sory oivities, often bear the typical character of neuralgia. In affec- 
tions of the frontal sinus, supra-orbital neuralgia is a constant symp>- 
tom. Lightning darting pains radiating into the teeth of the upper 
jaw, the skin of the cheeks, and oral mucous membrane, are almost 
constantly observed after operative measures, or in consequence of 
neuralgia of the second branch of the trigeminus. 

Treatment. — Treatment in the first place depends on the cause. 
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In cases of anaesthesia which are not central in origin, galvanism of 
the mucous membrane should be tried. For hypersesthesia and 
neuralgia, the prevention of irritation is recommended, as well as de- 
struction of the diseased parts of the mucous membrane by means 
of the galvanic cautery ; while for fits of sneezing, bromide of ethyl 
and inhalations of chloroform, and inwardly bromide of potassium 
and insufflations of morphia (gr J^) may be tried. 

Anosmia^ or loss of smell, is the most common disease of the 
olfactory nerve that we meet with. 

It is either total or partial, unilateral or bilateral 

Among the central causes are : congenital absence of the olfactory 
bulbs, ruptures of the bulbs in consequence of blows on the head and 
concussion of the brain, compression of the brain (Quincke), exuda- 
tion into the anterior cranial fossa, cerebral abscesses and tumours, em- 
bolism of the left median cerebral artery, and atrophy of the olfactory 
bulbs, and its central origin in later life. Paralysis of the trigeminus of 
long standing leads to weakening of the power of smell, in consequence 
of deficient nutrition of the nasal mucous membrane. Paralysis of 
the facial may also give rise to disturbances of smell, by preventing 
sniffing, the result of paralysis of the dilator and contractor of the 
nostrils, and also by paralysis of the orbicularis oculi, in which the con- 
junctival secretion flows over on to the cheeks, and causes the nasal 
mucous membrane to become dried up. The commonest of peri- 
pheral causes is the prevention of odoriferous materials from influenc- 
ing the olfactory region. The odoriferous substances are either alto- 
gether prevented from entering the olfactory region by neoplasms and 
foreign bodies, or owing to swelling, hypertrophy, or polypoid degene- 
ration of the mucous membrane, they do not reach the end organs 
of the olfactory nerve. Further causes of anosmia are : dryness 
of the Schneiderian membrane, absence of pigment in the olfac- 
tory cells of Schultze, careless use of the nasal douche, particularly 
when employing alum, zinc, or carbolic lotions, and inhalation of 
ammonia vapour and ether. Against the theory, that in all proba- 
bility, from too prolonged or intense a use of the sense of smell, 
diminution in its power takes place from over-stimulation of the 
olfactory nerves, there stands the fact that in the case of flayers, 
anatomists, dissecting-room porters, and latrine cleaners, no such 

s 
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impairment occurs. Intermittent anosmia was observed by RajTiaud 
in the case of a lady, who, every day at four o'clock in the afternoon, 
lost her power of smell for eighteen hours. 

The prognosis of anosmia is rather unfavourable. It is most 
favourable in acute and chronic catarrh, nasal polypi, foreign bodies, 
&c. Morell Mackenzie says he has never seen the power return, 
when the affection has lasted more than two years. 

The diagnosis is made by testing the sense of smell. First one 
and then the other nostril is closed, whilst odoriferous substances such 
as peppermint oil, cinnamon drops, valerian, oil of turpentine, car- 
bolic acid, creasote, eau de Cologne, &c, are held to the nostril to 
be examined. 

Treatment — The treatment must be guided by the cause. Anos- 
mia from injuries to the head, haemorrhages, exudations, and emboli, 
often improves in time without any treatment Catarrh and neoplasms 
must be treated according to the prescribed methods. In true 
functional anosmia, a trial of the constant current is indicated ; unfor- 
tunately a very strong current is required to excite the olfactory fibres 
(Althaus), so much so that violent pains, and swelling of the mucous 
membrane, are unavoidable. Subcutaneous injections of strychnine, 
painting the mucous membrane with strychnine, gr. 5, to olive oil 5i, 
or insufflations of strychnine, gr. ^-n, to starch, grs. 3, twice a day are 
sometimes beneficial. In intermittent anosmia, quinine, salicylate of 
soda, tincture of eucalyptus, arsenic, and iron are recommended. 

Exaggeration of the sense of s??iell^ hyperosmia or hypemsthesia 
olfa^toria is sometimes, like sharpening of the sense of taste, a physio- 
logical symptom. Wild uncivilised people, according to the reports 
of different travellers, appear to possess an extraordinarily fine sense of 
smell. The case of the boy James Mitchell is well known, who, 
born without any other sense, cultivated his sense of smell so widely, 
that he was able by means of it to distinguish persons and things, just 
as a dog. As a pathological symptom, hyperosmia occurs pretty 
often in hysterical, anaemic persons, and particularly often in pregnant 
women. They smell the least quantity of odorous material, w^hich, 
under ordinary circumstances, could not be perceived by them. 

Pen'erted sense of smelly parosmia^ parcesthesia olfactoria^ or kakos- 
mia suhjectiva^ is also comparatively often met with. 
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The causes are pretty much the same as those of anosmia, 
such as acute and chronic catarrh, polypi, &c, tumours of the 
brain, syphilis of the brain, apoplectic attacks, cerebral hyperaemia, 
atheroma of the cerebral vessels, and inflammatory affections of the 
olfactory nerves. With some epileptics perverted sense of smell 
precedes the attack as an aura, and very often in insane patients 
there are illusions and hallucinations of smell. In this connection 
also, are the aberrations of smell met with in hysterical and pregnant 
women, who exhibit a predilection to the smell of burnt feathers, 
valerian, &c. In cases of parosmia, either smells are perceived, which 
do not really exist, or what occurs more frequently, existing smells 
appear altered, being generally perceived as of an unpleasant, burnt, or 
putrid character (allotrioosmia), I have repeatedly observed kakosmia 
subjectiva in hypochondriacs, among others a young intellectual, and 
perfectly healthy workman, who believed that he emitted such an 
offensive smell from his anus, that his comrades avoided him, while 
an older nervous official could not get rid of the idea that he diffused 
a pestilential smell from his nose. 

The prognosis of parosmia is, to say the least, doubtful, but is 
most favourable when there are material alterations of the nasal 
mucous membrane, and in hysterical and pregnant women. 

Treatment, — Treatment here also depends on the etiology. In- 
sufflations of nitrate of silver, the galvanic cautery in acute and chronic 
catarrh, operations upon neoplasms, and treatment of epilepsy and 
hysteria, soonest lead to a successful issue. With the above mentioned 
hypochondriacs, I tried aromatic snuffs, touching the olfactory region 
with the galvano-caustic point, and inwardly bromide of potash, but 
without result. 

DISEASES OF THE ACCESSORY CAVITIES. 

Of the adjacent or accessory cavities, the maxillary sinus is most 
frequently diseased. 

The causes are to be found in the great frequency of pathological 
changes in the teeth and their alveoli, and also in the nose itself. 
The diseases which usually give rise to affections of the sinus are, 
alveolar periostitis, dental caries, defects of teething, ingrowth of 
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teeth into the sinus, foreign bodies, injuries, and also primary and 
secondary inflammation of the nose. 

Acute and chronic catarrh spreads through the aperture of com- 
munication to the mucous membrane of the antrum. The lumen 
of the opening may remain permeable, be narrowed, or completely 
closed, becoming more easily closed when oval or slit-like, than when 
round and wide. At first, according to Zuckerkandl, the lining mem- 
brane of the sinus is seen to be injected in its whole thickness, reddened, 
and sometimes ecchymosed. As yet there is no secretion, but later on, 
when the mucous membrane is considerably swollen, exudation 
appears. The mucous membrane is then seen to be cedematous and 
gelatinous, and its surface covered with large dropsical swellings, 
the sinus also contains free fluid, partly purulent, partly mucous, or 
haemorrhagic in character, and of hyaline consistence. If the sinus 
be filled with a great mass of mucus, then one speaks of hydrops 
antri Highmori, although, from an anatomical point of view, this 
designation is not considered a happy one. 

The symptoms of acute or chronic inflammation of the antrum, 
when effusion is scanty, are very various. Some patients complain 
of dull pain, deep in the upper jaw, which is increased by 
pressure on the bones, or by mental effort. Others complain of 
toothache, sometimes continual, sometimes intermittent, chiefly in 
the back teeth of the upper jaw. This is explained on the one 
hand by the inflammation, on the other by the pressure which the 
collected fluid exerts on the dental nerve ; in consequence of this 
pressure the teeth may atrophy, become carious and fall out, or the 
patients, wearied by the constantly returning pains, get them extracted 
If the aperture of communication is not closed up, then, with the 
body in a proper position, the fluid may flow out, and the pain dis- 
appear for a time. If the cavity contain air and fluid, on shaking the 
head, sounds may be heard as in pneumothorax. When the sinus is 
completely filled with fluid, and the opening entirely closed, the 
exudation sometimes exerts so much pressure on the walls of the 
cavity, that it becomes dilated in various directions. 

If the accumulated fluid is pus, the affection is called empyema of 
the antrum, which, when the aperture into the nose is completely closed, 
is generally accompanied by the most violent pains, with intermittent 
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fever and rigors, general discomfort, oedema of the cheeks, and the 
feeling of lengthening of the teeth. Very often prominence and en- 
largement of the sinus is caused. The canine fossa appears pushed 
forward, is painful on pressure, and becomes distinctly fluctuating on 
the bones becoming thin. The anterior part of the hard palate, im- 
mediately over the teeth, may also appear prominent, causing the 
patients to complain of discomfort and pain on chewing. Sometimes 
the entire half of the hard palate becomes uniformly arched forward, 
and is sensitive to touch, so that chewing becomes still more difficult, 
and swallowing and speaking in the highest degree painful. As the 
hard palate forms the floor of the nasal cavity, gradual, often com- 
plete, closure of the nose may occur. 

The difference in thickness of the walls of the sinus, causes a 
difference in the manifestation of the objective symptoms. 

If the walls of the canine fossa, and of the hard palate, be very thick, 
the collected fluid presses in that direction in which there is least 
resistance. Hence the prominence sometimes appears on the zygoma 
under the eye. The orbit is forced out of its normal position, ex- 
ophthalmos arises, and atrophy of the optic nerve when the pressure 
becomes stronger. If the patients do not seek help in good time, 
the pus perforates through, and fistulous openings are left after abate- 
ment of the pain. If the aperture of communication with the nose 
be free, there is often no pain, and a great quantity of thick, exceed- 
ingly foetid pus may be emptied from the sinus, by placing the body 
in a suitable position, — generally by bending the head forwards, and 
to one side. 

Phlegmon of the antrum of Highmore, according to Weichselbaum, 
appears to be a very rare disease. 

It is characterised as an inflammation of the lining membrane of 
the sinus, with deposition of disseminated or confluent and putrefying 
fibrinous patches in the membrane itself. The antrum seems to be 
most often and most seriously attacked, though the other accessory 
cavities also suffer. The nose itself is either unaffected, or shows 
only insignificant changes. 

Both in the primary and secondary development of the affection, 
especially in phlegmonous processes of the tongue, or of the throat, 
or in croup of the larynx and pharynx, the symptoms are excessively 
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severe, and consist of disturbances of the function of the brain, and 
also in fever and pains in the neighbourhood of the maxillary and 
frontal sinuses, which may cause death in from two to four days. As 
complications of the primary form, Weichselbaum found swelling of 
the spleen, cloudy swelling, with partial fatty degeneration of the liver 
and kidneys, and ecchymoses of the pleura and pericardium. 

Facial erysipelas also sometimes leads to phlegmonous inflamma- 
tion of the lining of the sinus, which, however, is distinguished from 
the above form by the absence of fibrinous deposits. Vice versa, 
phlegmon of the sinuses leads to facial erysipelas, this being especially 
the case in erysipelas accompanying typhoid fever. 

Diphtheria of the maxillary sinus, according to Zuckerkandl, may 
run its course without membrane formation, as the so-called mucous 
membrane of the sinus, in virtue of its anatomical structure, is incap- 
able of forming a pseudo-membrane. Ecchymoses and oedema only 
take place. 

The maxillary sinus is not infrequently the seat of neoplasms. 
Mucous polypi are the most common, and are divided by Zucker- 
kandl into pedunculated tumours, tumours stretched bridge-like 
between the walls, and flat mucous membrane tumours. Cysts arise 
from the mucous glands, and vary much in size. Besides these, 
fibromata, osteomata, osteophytes, ossifying fibromata, myxochondro- 
sarcomata, and epitheliomata have been observed. They excite very 
much the same symptoms as exudation. 

The diseases of the frontal sinus are pretty much the same as those 
of the antrum. 

The frontal sinuses participate much oftener in acute and chronic 
nasal catarrh, and sometimes also in phlegmonous angina. Inflam- 
mation of the frontal sinus causes severe frontal headache, which 
sometimes precedes the outbreak of nasal catarrh, sometimes accom- 
panies or follows it. In some persons the frontal sinus sufl*ers with 
every catarrh. The pain, which the patient at one time localises 
near the glabella, at another deep down in the eye or the eyebrows, 
is sometimes continuous, sometimes intermittent, and of a distinctly 
neuralgic character. It is increased by mental eflbrt, movement of 
the body, the use of alcohol, or by pressure on the bones, and 
may even lead to nausea and vomiting, so that the disease very 
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Strongly resembles m^;niii. Supra-orbital neuralgia is hardly ever 
absent in inflammation of the sinus. Hartmann considers this due 
to the resorption of a part of the air shut up in the frontal sinus, 
thus giving rise to diminished atmospheric pressure, increased dilata- 
tion of the vessels, swelling of the mucous membrane, and increased 
secretion. In spite of the frequency of this symptom in inflammation 
of the frontal sinus, it must not be forgotten that it may originate 
reflexly from the nasal mucous membrane. 

If, at this stage, the sinus membrane be examined, it appears con- 
siderably swollen, oedematous, and ecch}*mosed. An exudation of 
muco-purulent fluid arises generally only after a considerable time. 
The apertture of communication may remain patent, or be partially 
closed. In the latter case a large quantity of serous or purulent fluid 
may be suddenly evacuated, and cause instantaneous relief, as the 
cases related by Fischer and Paget prove. 

When the excretory duct is entirely and permanently closed, there 
arises, if the secretion be mucous, hydrops, and if purulent, empyema 
of the frontal sinus. In both conditions, there is in consequence an 
exaggeration of the subjective symptoms, with fever, disinclination to 
work, general discomfort, stiffness in the neck, giddiness, and double 
vision. Later on the walls of the sinus become bulged out, which, o 
course, will also occur if the sinus be filled with blood, as Steiner once 
observed. 

Severe supra-orbital neuralgia is usually present, which diminishes 
or disappears, as Hartmann pointed out, when the accumulated secre- 
tions become evacuated. 

Dilatation of the frontal sinus becomes apparent, by arching for- 
ward of the inner and upper wall of the orbit The eye is pushed 
downwards and outwards, disturbed vision even to amaurosis arises ; 
the upper eyelid and the skin over the eyebrows look oedematous 
and inflamed. When the dilatation of the sinus is very considerable, 
the pressure on the frontal lobe may cause unilateral paralysis, as the 
case described by Otto shows. The fact that cerebral symptoms are 
sometimes absent, is considered by Richter to be due to the brain 
accommodating itself to the slow and gradually increasing pressure of 
the dilating sinus. Sometimes the abscess perforates near the inner 
angle of the eye, sometimes it bursts into the orbit, and forms there, as 
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in Buller's case, an elastic fluctuating swelling, and in very unfavour- 
able cases breaks through into the brain. 

The conditions which lead to empyema of the sinus, may also 
arise from external influences. Apart from fractures and injuries to 
the sinus from foreign bodies, other afiections, and especially syphilis, 
may cause extensive destruction of the frontal bone and opening into 
the sinus, after which, partial and general emphysema of the skin has 
repeatedly been observed. 

Herniae of the frontal sinus are very rare occurrences. One case 
is recorded by Rizet, another by Konig. In the latter, an ulcer 
probably of syphilitic origin had healed ; formerly on blowing the 
nose it had been observed that air passed through, but now on forced 
expiration a subcutaneous swelling appeared, soft and reducible, 
which could be kept down by a truss-like arrangement In Rizet^s 
case syphilis was also the cause; the hernia disappeared after removal 
of a necrosed piece of bone. 

Neoplasms also occur in the frontal sinus. Mucous polypi and 
cysts are certainly found, but osteomata chiefly occur, arising, as 
Bornhaupt, Arnold, Banga, and Bjorken have shown, from the inner 
surface of the sinus, and consisting partly of compact, partly of spongy 
bone tissue; they usually remain local, but may penetrate the 
skull. The symptoms are caused by the size, situation, and growth 
of the tumours. 

We turn now to diseases of the sphenoidal cells or sinuses. 

Retention of secretion takes place very easily on account of the 
unavoidable position of the excretory aperture. 

Chronic purulent inflammation of the sphenoidal and ethmoidal 
sinuses is considered by Michel to be the cause of ozaena. Although 
it cannot be denied that the sphenoidal sinus is occasionally affected 
in oza^na, and a foetid secretion discharged, yet it has certainly been 
proved that genuine ozaena depends on chronic catarrh of the nose 
accompanied by atrophy of the mucous membrane. 

Mucous and purulent accumulations have been observed in the 
sphenoidal sinus, in tubercular and cerebro-spinal meningitis. 

Tuberculosis of the sinuses does not seem to occur, according to 
Weichselbaum, even in cases of pronounced tuberculosis of the nose. 
I have found only a single contradictory note by Tornwaldt, who 
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relates that Professor Neumann had once the opportunity of examining 
fungoid granulations from the antrum in a case of caries in the upper 
jaw, and that these were permeated with tubercles. 

The symptoms which empyema of the sphenoidal sinus excite, 
may be exactly the same as those of the other cavities. Among 
others. Rouge relates the case of a lady, who suffered from snuffling, 
pains in the upper teeth, exophthalmos, strabismus, and later from 
left-sided deafness and blindness. Thinking the antrum was the seat 
of the trouble he resected it, but found it quite healthy. The 
sphenoidal sinus, however, was full of pus. 

Neoplasms, such as cysts, mucous and osseous tumours, seldom 
come under observation. 

Diseases of the ethmoidal sinuses occur sometimes alone, some- 
times in combinations with affections of the other sinuses. 

Acute and chronic catarrh of the nose very often gives rise to 
inflammation of these cavities. Expansion of the ethmoid cells leads 
to protrusion of the orbit outwards and downwards, to exophthalmos, 
pressure on the brain, and obstruction of the nose on the affected 
side. Fractures of the ethmoid, with opening of individual cells, or 
caries, result in emphysema of the orbits and eyelids. Zuckerkandl 
considers it probable, that congenital defects and dehiscences of the 
orbital roof or holes in the bones, cause orbital emphysema on 
violently blowing the nose, or on blowing with the nose held shut. 

Neoplasms, especially mucous polypi of the nose, often have their 
origin in the ethmoid cells. Ivory exostoses and other tumours also 
come under observation. To be quite complete, it may be mentioned, 
that in all these accessory cavities, Virchow has observed a chalky 
degeneration of the mucous membrane, which generally proceeds to 
the nose They are, too, sometimes the seat of parasites, thread 
worms, and maggots. 

The diagnosis of diseases of the accessory cavities depends on the 
subjective and objective symptoms. The attempts of W. Zenker 
and Czemicki, to bring auscultation and percussion to help the 
diagnosis, must be considered out of the question, even although 
they are not altogether without result in cases of extreme attenuation of 
the bones, which are so rarely met with, as hardly to deserve considera- 
tion. How easy it is to mistake the localisation of the affection, the 
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above-mentioned case of Rouge's shows, where all the symptoms 
pointed to the maxillary sinus. The diagnosis is the more certain, 
the more distinctly the objective changes, — tenderness, prominence 
of the sinus wall, protrusion of neighbouring organs, and sudden gush 
of a great quantity of foetid pus, — are developed. It is very difficult, 
sometimes even impossible, to distinguish whether the subjective 
symptoms, especially neuralgia of the trigeminus, are of a reflex 
nature, or caused by material changes of the sinus walls. 

Treatment. — Although the treatment of these cavities is still verj' 
defective, yet it cannot be said to be altogether without prospect 

First of all, the etiological factors must be considered, all carious 
teeth and foreign bodies therefore removed, and other anomalies 
affecting the teeth and alveoli attended to. As chronic swellings 
of the nasal mucous membrane, and especially of the middle turbinated 
bone, or polypoid excrescences or mucous polypi, may be the causes of 
very many diseases of the sinuses, their removal must be accomplished 
according to the prescribed rules. 

The attempt to empty the sinuses by bending the head forwards 
or to one side, succeeds, as a rule, only when the excretory ducts are 
quite patent. In order to open them when they are narrowed or closed 
up, nasal douching is recommended, more especially syringing by means 
of a ball syringe Michel recommends that after the first syringeful 
of water has flowed in, the nose be shut with the thumb and first finger, 
the head bent forwards and then held downwards for a few minutes. 

Hartmann uses compressed air in the form of Politzer's air-douche 
for opening the closed sinus apertures ; if the symptoms are tempo- 
rarily relieved thereby, they are most probably caused by some co- 
existing nasal affection, but when the results are negative, this seems 
(juestionable. Ziem rejects the nasal douche, because putrefactive 
particles from the nose may get into the ear and there excite delete- 
rious influences. He therefore introduces behind the palate a beni 
catheter, which is connected to a foot-bellows by an indiarubber tube, 
and thus causes condensation of the air in the nose and sinuses 
from the nasal fossa?, the patient at the same time shutting one or 
both nostrils with the finger ; by this means a condensation of air 
is obtained sufficient to expel the secretion without danger to the ear. 

A further proposal has been made, to gain egress for the collected 
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secretion by introducing probes and tubes into the aperture of communi- 
cation of the sinuses, and to bring remedies into direct contact with the 
diseased mucous membrane. Although the practicability of this 
manipulation on the living subject cannot be doubted, my experience 
is, that it is extremely difficult to perform, and often impossible. The 
draining of these cavities, previously recommended by Kessel, was 
lately carried into practice by Jurasz, Hartmann, and others. For the 
purpose a tube is required 10 to 30 centimetres long, 2 to 2^ milli- 
metres thick, slightly bent forwards, connected by means of an india- 
rubber tube to a balloon, out of which the fluid to be injected, — 
generally carbolic lotion, — is driven. Hartmann was able to cure 
several patients by washing out the sphenoidal and maxillary sinuses, 
after all other methods had proved useless. Michel considered 
removal of the middle spongy bone necessary for carrying out the 
drainage ; Hartmann also in one case had to resect the anterior end 
of the middle spongy bone by means of a cutting ring forceps, before 
he could gain access for his canula. 

If by these methods the accumulated secretion in the pneumatic 
spaces cannot be removed, then more formidable operations are 
necessary. 

Opening the maxillary sinus can be best accomplished from the 
alveoli of the molar teeth, because the opening thus made reaches 
the deei>est part of the sinus and renders continuous flow of the secre- 
tion possible without stagnation. The first or second molar tooth, if 
necesssary both, are extracted, and through their alveoli a three-edged 
stilette, or the point of a pair of scissors, is carefully introduced, with 
a rotatory movement from below upwards, towards the inner angle 
of the eye: that the sinus has been reached will be known by 
the free movement of the stilette and outflow of the secretion. The 
latter being removed, the sinus is washed out with some disinfectant 
solution. To restore the mucous membrane to its normal condition, 
after cleansing with lotions containing boracic or carbolic acid, chlorate 
or permanganate of potash, it is recommended to bring the walls into con- 
tact with an alcoholic solution of iodine. Care must be taken about the 
concentration, for, as I once saw, acute iodism may be set up by inject- 
ing even a very dilute solution. If the opening remain too long, then a 
drainage tube must be inserted, or a silver canula with a stopcock, which 
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can be fastened by a caoutchouc plate to the palate or to the 
neighbouring teeth. 

Opening the frontal sinus requires incising the skin over the eye- 
brow or towards the bridge of the nose, and pushing aside the perios- 
teum. A piece of bone is next removed by means of a chisel or 
a trepan, and the duct into the nose dilated with probes. If the 
duct cannot be found, a trocar is pushed from the opened up cavity 
into the nose, and a drainage tube inserted. 

Opening the ethmoid sinus is accomplished either from the out- 
side by splitting the nose, or from the inside by pushing a trocar or a 
strong injection needle through, from behind and above, between the 
middle and supyerior spongy bones. 

It is hardly justifiable to open the sphenoidal sinus because of the 
great danger of injuring the brain. The shortest way to the cavity 
would be from the naso-pharynx, by opening the fornix immediately 
over the superior border of the nasal fossae. An opening into this 
sinus, made by nature, was once observed by Stoerk in a scrofulous 
boy. 
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Page 34. Zittmann's Decoction. 

The German Pharmacopoeia describes two preparations bearing the 
name, Decoctum Sarsae Co., viz., fortius and mitius. The former 
consists of sarsaparilla, sugar, alum, aniseed, fennel, senna and 
liquorice root Zittmann's decoction is the above boiled with 
calomel and red sulphuret of mercury tied up in a rag, but without 
sugar and alum. Mitius is made with the residue of the fortius, 
and contains sarsaparilla, lemon peel, cinnamon, cardamom seeds, and 
liquorice root. 

Page 34. Iodide of Potassium in Malignant Disease. 

It is by no means an absolute rule that iodide of potassium does 
not influence carcinoma in the least degree In some cases of malig- 
nant disease, pain is considerably diminished by large doses of the 
iodide, probably in consequence of diminished blood pressure, as well 
as from the general sedative action of the drug. 

Page 42. Thrush in Children. 

Vogel, writing on this subject in " Zienissen*s Encyclopaedia " (vol. 
vi. p. 807), strongly recommends that a healthy wet nurse be got for 
children affected with thrush in the mouth, and says that, in his ex- 
perience, this treatment has generally been followed by wonderfully 
good results. 

Page s I. Lesions of Chorda Tvmpani. 

Urbantschitsch, in his " Lehrbuch der Ohrenheilkunde " (p. 413), 
points out that lesions of this nerve affecting taste are very apt to 
occur in the course of chronic suppuration of the middle car. He 
found impaired taste in a considerable number of persons suffering 
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from that affection. Injuries to the nerve from operation and other 
causes also bring about a similar result, viz., loss of taste in the 
anterior portion of the tongue on the affected side. 

Page 62. Ear Affections after Mumps. 

Well marked and even complete deafness, as a result of parotitis, 
is looked upon in this country as a pretty common occurrence. In 
Germany and America it is still considered somewhat rare. Toynbee 
thought it was probably due to an affection of the labyrinth, the 
exact nature of which still remains unknown, and the observations of 
other aurists seem to confirm his theory. Roosa found middle ear 
disease in several cases, though not enough to account for the degree 
of deafness present. Sometimes both ears are affected, but generally 
only one. 

Page 63. Brun's Cotton Wool. 

This preparation is made in Geneva, where it is known as " Ouate 
anti-rheumatisme." It is impregnated with pine oil, and resembles 
the wool known in this countr)' as " Lairitz*s pine wool wadding." It 
was first introduced into practice by the late Professor Bruns of 
Tubingen, and is much used in Germany as an antiseptic dressing. 

Page 85. Von Troeltsch's Method of Gargling. 

The head being bent backwards, the fluid is allowed to flow into the 
back of the throat, when repeated forcible movements of swallowing 
are to be made without actually swallowing the fluid, which is 
forced up again at the last moment In this way contraction of 
the pharynx takes place and powerful displacement of superficial 
parts ; mucus is forced out from the glands, and any adherent viscid 
secretion is rubbed off. Von Troeltsch very justly extols the reme- 
dial gymnastic significance of systematic practice of this kind in 
insufficiency of the muscles of the Eustachian tube (levator and tensor 
palati) in cases of hypertrophy of the mucous membrane. The parts 
reached by this method are the posterior surface of the soft palate, 
the walls of the lower pharynx, the floor of the orifices of the Eus- 
tachian tubes, and the tubes themselves (Wendt. in " Ziemssen's En- 
cyclopaedia," vol. vii. p. 27). 
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Page ic6. Adenoid Vegetations. 

Tinnitus is rarely, if ever, complained of by children affected with 
deafness from the presence of adenoid vegetations, in fact, is hardly 
ever complained of by children at all. 

Page 170. LiQ. Ammon. Anis. 

The Liquor Ammonii Anisatus of the German Pharmacopoeia is 
made as follows : — Oil of anise, i part, is dissolved in rectified spirits, 
24 parts, and then mixed with strong liquor ammonii, 5 parts. Dose, 
5-15 mins. 

Page 201. Nasal Cartilages. 

The " triangular cartilages " are better known in this country as 
the upper lateral cartilages. They go to form the tip and alse of the 
nose. The cartilages of the alae nasi, or lower lateral cartilages, curve 
inwards upon themselves, touch each other in the middle line at the 
tip, and go to form the anterior and lateral boundaries of the orifice 
of the nostrils. 

Page 213. Nasal Sprays. 

M. Mackenzie's anterior nasal spray is one of the best of its kind. 
It consists of a silver pipe three or four inches long, ending in a fine 
perforated point and provided with a piece of tubing and a hand ball. 
The pipe passes through a cork which fits an ordinary bottle. From 
its length the pipe can be passed for some distance into the nares, 
which is an advantage. The same tube and hand-ball can be adapted 
to the posterior nasal and laryngeal sprays, which only differ from 
the other in having appropriate curves. 

Page 258. Hemorrhage. 

Dr John Duncan, of Edinburgh, has lately introduced a new and 
safe method of transfusion, which he recommends in cases of primary 
amputation, where life is in danger from loss of blood, and also in 
all major amputations. The blood lost by the patient is as far as 
possible collected in a vessel containing a quantity of saline solution 
(5 per cent, solution of phosphate of soda, in the proportion of 
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I part to 3 of blood) — to prevent coagulation — and, having been 
brought to the temperature of the body, is reinjected into a vein. 
The blood, and all instruments, &c, used for the operation, must 
be carefully rendered aseptic. This method might prove useful in 
severe cases of recurring epistaxis ; the blood being reinjected into 
one of the superficial veins of the arm. 

Lately it has been suggested by some writers, that in cases of 
spontaneous haemorrhage, a rhinoscopic examination be made to 
discover the spot from which the bleeding arises, and when found, 
that astringents or caustics, such as perchloride of iron, nitrate of 
silver, or if necessary, the galvanic cautery, be applied to it. By 
doing this, these writers have been able permanently to cure several 
cases of recurring nasal haemorrhage, which up to that time had 
resisted all the usual methods. 

Page 268. Nasal Polypi. 

In the case of polypi with thick pedicles, Jarvis' (of New York) 
nasal ecraseur will be found useful. It is a straight metal tube, from 
6 to 8 inches long, smooth at the distal, and grooved at the proximal 
end. Over the grooved part a second canula is fitted, and along the 
screw runs a small wheel which, when rotated, pushes the outer 
canula before it. The wire runs through the entire length of the 
inner canula, and is fixed to two small pins at the end of the outer 
tube. The loop can be adjusted to any size required. The instru- 
ment is worked either by slowly rotating the wheel or by quickly 
drawing back the outer tube. Many modifications of this instrument 
have been made. M*Bride's (of Edinburgh) " ecraseur snare " also 
answers well in difficult cases, such as Dr Schech describes. It con- 
sists of a snare, the wire of which is attached to a bar which slides 
upon a screw. The instrument may be used as an ordinary snare, 
but if the growth be found too resistant, the wire can be drawn home 
by a nut which is screwed up against the bar. This instrument is 
not so delicate as Jar vis', is more powerful, and also cheaper. 

In cases where difficulty is experienced in the removal of nasal 
polypi situated far back, by their slipping into the naso-pharynx, 
Berthold finds that by simply plugging the posterior nares, the 
difficulty is overcome, and the operation rendered much easier. 
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Dr R \V. Richardson applies cotton wadding saturated with 
sodium ethylate to the pedicles of pol}'pi for several minutes, by 
means of a forceps, and states that, on withdrawing the plug, the 
pol>'pi are ejected by blowing the nose. The stumps are then 
touched with the same remedy, which for a short time causes burning 
pain. After using this method he has never seen recurrence, inflam- 
mation, or haemorrhage take place. 

Cocaine. 

A work of this kind can hardly be considered complete without 
some notice being given to Cocaine, the active principle of the leaves 
of the Erythroxylon Coca, which has so lately come into general use 
as a local anaesthetic. It is usually employed as the hydrochlorate of 
cocaine, a salt very soluble in water, solutions of which, var}'ing from 
2 to 40 i>er cent, may be used. For ordinary purposes a 4 per cent, 
solution is generally sufficient, and may be applied by means of a 
brush, spray, or sponge, or in the form of a powder, or of cotton wool 
pellets impregnated with it To it should be added from ^ to i per 
cent boracic acid, to preserve the alkaloid from a microscopic plant 
which is said to grow in it and spoil it. 

When applied to mucous membrane, cocaine produces anaesthesia 
of the part for twenty minutes or more, the capillaries contract, caus- 
ing the part to appear pale, and there is also dryness and suspension 
of functional activity. All persons are not equally susceptible to the 
influence of the drug, as is also the case with other narcotics, and in 
some cases symptoms of poisoning have occurred after using a 
solution which will produce little or no effect in the case of persons 
less easily influenced. 

Among the diseases in which its use is followed by benefit arc 
tuberculosis and carcinoma. A 4 per cent, solution painted over the 
parts will generally diminish the dysphagia so often present The 
uvula and small growths in the pharynx have been painlessly removed 
after its use. In a case of catarrhal inflammation of the pharynx the 
application of a 10 per cent solution gave great relief. In phlegmon 
of the pharynx its use has proved beneficial. In acute nasal catarrh, 
the irritation and congestion of the mucous membrane are dispelled, 
in some cases, in a few hours. Three applications, at intervals of half 

T 
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an hour or so, have been known to avert an attack. The astringent 
action of the drug will produce absorption of the hypertrophied 
mucous membrane in chronic nasal catarrh. 

In that condition of the mucous membrane covering the inferior 
turbinated bodies known as " erection," the application of cocaine in 
some cases immediately causes a return to the normal. In " rose 
catarrh " or " rose fever," and in " nervous coryza," associated with 
paroxysms of sneezing, the drug has been employed with very satis- 
factory results. In the case of reflex neuroses, due to nasal affections, 
cocaine may be used to confirm the diagnosis, since the parts of the 
nasal passages to which it is applied will no longer be capable of 
producing the symptoms, such as fits of sneezing, asthma, &c, which 
their former condition set up. 

It is very useful in operations on the nasal cavity, not only pro- 
ducing anaesthesia, but also diminishing congestion. Bosworth and 
Jarvis have employed it in removing polypi, and in operating on 
deviations of the septum, with good results. In some cases of hay 
fever the application of cocaine to the nasal mucous membrane has 
been followed by marked benefit ; and if dropped into the eyes will 
at once relieve the intense itching so often met with in that affection. 
One practitioner finds the following give great relief: — R Cocaine, 
grs. 4 ; Collodion, flex. 7)1. ; 01. Ricini .liv., painted inside the nostrils, 
several times a day. Another uses it in the form of powder : — 
li Acidi boracis, ^ss. ; sod. salicyl., grs. 40; Cocaine mur., grs. 2. A 
small quantity to be blown into the nose. This formula is also said 
to cut short an attack of acute nasal catarrh if used early, />., during 
the sneezing stage. 

As a conclusion lo these notes on cocaine, I cannot do better than 
give in full the concise and exhaustive summary of its uses by 
Dessar of Wurzburg, translated by Semon — 

Solutions of cocaine secure, 

1. Diminution of tactile sensibility. This is useful {a) to facilitate 
laryngoscopic examination in cases of hyperajsthesia by abolition of 
reflex phenomena; (b) in posterior rhinoscopy; (c) to abolish the 
augmented sensibility in cases of swelling of the nasal mucous mem- 
brane. 

2. Diminution of painful sensations (a) in operations, (b) in divers 
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examinations, executed in any part of the larynx, pharynx, and 
nose. 

3. Abolition of dysphagia in cases of stenosis, produced by 
tumours, of phthisis and syphilis (pharyngeal and laryngeal), peri- 
chondritis (laryngeal), tonsillitis. 

4. Ischsemia of much injected mucous membranes. 

5. Diminution of profuse hemorrhages. 

6. A certain diagnosis in cases of nasal reflex neuroses (asthma, 
different forms of neuralgia, hay fever, epilepsy). 

Dr Semon, giving his own results, has found it most useful (i) in 
tonsillitis, in which it often abolishes, y2?r a titnCy as if by magic, the 
dysphagia, and enables the poor patients, who have not been able to 
swallow even fluids for days, to comfortably enjoy a good draught of 
milk or beef tea; (2) in tonsillotomy, which operation is really 
rendered perfectly painless by the previous twice repeated application 
of a 20 per cent, solution to the tonsils and their whole neighbour- 
hood; (3) in uvulatomy; (4) in removal of laryngeal growths; (5) in 
cauterising the nasal mucous membrane with the galvano-cautery ; 
(6) in diminishing pharyngeal hyper-irritability for purposes of 
laryngeal and rhinoscopic examination ; (7) in acute coryza of adults 
and infants ; (8) in laryngeal pthisis In hay fever Dr Semon has 
not had any satisfactory results, the effect being very temporary. In 
cases of nasal polypus his results have varied very much, some 
patients having no pain, and others as much as when it was not 
applied. 

Ferrier's Snuff. 

Another remedy found useful, both in coryza and hay fever, which 
may be mentioned here, is Ferrier's snuff or Pulv. Bismuthi co. : — R 
Morph. hydrochlor. grs. ii. ; powdered acacia, 3ii- ; Bism. Subnitr., 
3vL From 2 to 4 drachms of this powder may be used as snuff in 
twenty-four hours. 

Glycerinum Aluminis. 

Mr Parker, surgeon to the East London Children's Hospital, 
strongly recommends the use of this preparation. It is made by 
dissolving i part of alum in 5 of glycerine, by the aid of gentle heat, 
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this being four or five times stronger than a saturated watery solutioa 
Having given it a prolonged trial, Mr Parker finds it to be quite as 
powerful an astringent as tannin, and far less disagreeable in taste ; 
also that it is quite compatible with iron. It is very efficacious in 
chronic pharyngeal catarrh, so common in children ; diluted with water 
it forms a useful gargle, injection, or lotion. (Brit. Med. Jour, ^ 1885, 
Vol. I., p. 178). 

Tincture of Benzoin. 

Dr Kebbell {Brit, Med, Jour, 1885, Vol. I., p. 430) has for three 
years employed tincture of benzoin as an inhalation in cases of nasal 
catarrh and influenza. It is inhaled directly from the bottle through 
each nostril separately, the other being held shut, and long inspira- 
tions should be taken. If used early enough it will cut short an 
attack, and in the later stages will relieve the stuffy, hot, and 
uncomfortable sensations in the nose, and cause the nostrils to 
become cool and clear, and the mucus to assume the character it 
has at the end of a week, in cases where the affection runs on 
without treatment. In one case only did it fail to shorten the 
symptoms, which were unusually severe, still from its use they were 
ver)^ much mitigated. 

Syrup of Hvdroiodic Acid. 

This preparation is recommended by W. Judkins as a remedy for 
hay fever, giving it in drachm doses every hour or every two hours. 

Nasal Bougies. 

Dr Mackenzie (Edin.) recommends the use of bougies containing 
Extr. Belladon. in cases where nasal reflex neuroses (asthma, hay fever, 
sneezing, cough, &c.), are slight. The nose having been cleansed 
by means of a spray, a gelato-glycerine bougie, containing rs - i gr. 
extr. belladon. is introduced into it at bedtime, and allowed to dissolve. 
Dr James Ross gives a new formula for the basis of these bougies : — 
R. Gelatin, prep, gi ; aq. dest Jiss, to be soaked through for 1 2 hours, 
when glycerini §iss is added, and the mixture dissolved in a water- 
bath. 
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202 


,, paralysis of. 


54 




douches. 


212 


Liq. ammon. anis., 


287 




fibromata. 


263 


Listerine, 


243 




fossae. 


80 


Lockjaw, 


53 




„ closure of. 


90 


Lucilia hominivora. 


254 




meatus, . . .80, 


203 


Lupus of nose, 


251 




mucous membrane, ^ . 


204 


,, pharynx. 


178 




„ anaesthesia of. 


272 








„ hyperaesthesia of. 


272 


Maas, unilateral macroglossia, 


12 




papillomata, 


263 


M*Bride*s nasal ecraseur, 


288 




polypi, . 


262 


Mackenzie's compound alkaline 






sarcomata. 


263 


wash. 


234 




septum, . . 80, 201, 


210 


,, pigment in diphtheria, 


166 




specula, 


209 


,, anterior nasal spray, 


287 




sprays, . 


287 


Macroglossia, 


12 


Naso 


•pharyngeal polypi. 


188 


Malformations of mouth. 


7 




,, ,, removal of. 


270 


,, nose, 


216 


Naso 


-pharynx, 


72 


,, pharynx, 


89 




,, chronic catarrh of. 


103 


Mandl's solution, 35, ICX), 126 


193 




,, digital examination 




Massage, 


84 




of, . 


82 


Masseter, paralysis of. 


54 




,, examination of, 


78 


,, spasm of. 


53 




,, phlegmon of, . 


132 


Mastication, muscles of. 


5 




,, variola of. 


142 


Maxillary sinus, . . 206, 


275 


Neoplasms and tumours of mouth, 


44 


„ ,, diseases of, 


276 




,, nose. 


261 
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If 



11 
11 
It 



pharynx, iSS 

Neoplasms of ethmoidal sinuses, . 281 

frontal sinus, . 2S0 

maxillary sinus, 278 

sphenoidal sinuses, 281 

Nervous catarrh, . . 230 

Nerves, diseases of, of mouth, . 50 

,, ,, nose, . 272 

,, ,, phar}'nx, 192 

Neuralgia of nose, . . 272 

,, pharynx, . . 193 

Noma or water cancer, . 28 

Nose, anatomy of, . . 201 

bath, . . . 212 
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Nose, deformities, anomalies, 
malfoiinations of, 

diphtheria of, 

divisions of, 

examination of, 

general therapeutics of, 

haemorrhage of, 

parasites in, 

scrofula &c., of, . 

septum of, see septum. 

syphilis of, 

tubercle of, 

tumours of, 
Nuhn-Blandin gland, . 
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G^dematous pharyngitis, 
CEsophagus, paralysis of, 
Oidium albicans, . 38, 

Olfactory fissure, 

mucous membrane, 

nerve, 

,, diseases of, 

region, 
Open aphtha, . 
Ostium maxillare, 
Otalgia in nasal catarrh, 
Oxyuris vermicularis in nose, 
Ozoena, 






PACE 

and 

216 
246 
201 
208 
212 

255 

253 
251 

247 
250 
261 

50,57 

13J 
197 

181, 253 

203 

204 

204 

272 

204 

16 

203 

222 

254 
239 



Papayotin, , 


165 


Papillae of tongue, 


2 


Papillitis, 


9 


Pa^uelin's thermo-cautery, objec- 




tion to, . 


127 


Paresthesia of mouth. 


52 


,, nose, 


274 


„ pharynx, 


194 


, , olfactoria, 


274 


Paralysis after diphtheria. 


159 


,, of lips. 


54 


,, ofmasseter, 


54 


,, of oesophagus, 


179 


,, of pharynx. 


196 


,, of soft palate, 160, 


196 


,, of tongue,. 


54 


Parasitic diseases of mouth. 


38 


,, nose. 


253 


„ pharynx, . 


181 


Parenchymatous inflammations. 


11 


Parosmia, 


274 


Parotid gland, . 


56 


,, concretions in, . 


67 


„ cystic tumours of. 


66 


,, hypertrophy of. 


65 


Parotis accessoria, 


56 


Parotitis, ear disease from. 


286 


,, idiopathic. 


60 


,, secondary, 


63 


"Peenash," . 


254 



PACE 

Pemphigus of mouth, . . 14 

„ pharynx, . 142 

Pentastoma taenioides, 254 
Peritonsillitis, . . .134 

Pharyngeal cough, . . 120 

croup, . . 143 

tonsil, . . 72 

,, hypertrophy of, 104 

Pharyngitis, acute catarrhal, . 94 

chronic, . . loi 

„ atrophic, . 117 

,, hypertrophic, 103 

diphtheritic, . 144 

exudative, . 140 

fibrinous, . . 143 

foetid, . . 118 

gangrenous, . 170 

granular, . . 113 

laieralb hypertrophica, 114 









1, 
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oedematous, 
phlegmonous, 
scrofulous, 

sicca, . 103, 

suppurating, 
Pharyngo-laryngeal cavity, 

,, chronic catarrh of, 

Pharyngomykosis benigna, 
„ vcl lep- 

tothricia, . . .43, 

Pharyngo-nasal cavity — see naso- 
pharynx. 
Pharyngo-oral cavity, . . 

Pharynx, anatomy of, . 
anxsthesia of, 
aphtha of, 
concretions in, 
divisions of, . • 

erysipelas of, 
foot and mouth disease, 
foreign bodies in, 
glanders of, . 
haemorrhage of, 
herpes of, 
hyperaesthesia of, 
lepra of, 
lupus of, 

malformations, deformi- 
ties, and anomalies, &c., 
of, . 
neoplasms of, 
neuralgia of, . 
paraesthesia of, 
paralysis ,, 
parasitic diseases of, 
pustules in, . 
sarcinae in, . 
spasm of muscles of, 
syphilis of, . 
therapeutics of. 
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131 
131 
179 

"7 

131 

74 
116 

161 
181 



n 

71 

192 

143 
185 

71 
141 

180 

185 

178 

183 
140 

193 
178 

178 



89 
188 

193 
194 

196 

iSi 

142 

183 
196 

172 

83 



300 



INDEX. 






Pharynx, thrush of, 

tuberculosis of, 
tumours of, . 
variola of, 
vasomotor neurosis 
Phlegmonous pharyngitis, 
,, rhinitis, . 

„ stomatitis. 

Phlyctenular stomatitis. 
Plaques, innocent, 

«, pterygoidiennes, 
,, syphilitic. 
Plica salpingo-palatina. 

,, pharyngca, 

Plugging the nares. 
Pneumatic spaces, 

,, diseases of, 
,, physiological 
significance 
Pneumonia after diphtheria. 
Polypi, nasal, . 

,, naso-pharyngeal. 
Post -nasal catarrh. 
Post -pharyngeal abscess, 
Ptyalism, or salivation, 

„ in chronic rhinitis. 
Purulent nasal catarrh. 



of, 
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i8i 
176 
188 
142 

195' 

244 
II 

13 

25 
24 

32 

72, 80 

72, 80 

258 

206 

275 



of, 



208 

158 

268, 288 

188, 261 

96 

136 

57 
230 

226 
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Ranula, 

Raynaud, case of intermittent anos- 
mia, .... 
Reaction from cauterising pharyn- 
geal granulations, 
Recessus pharyngis. 
Reduplication of nose, 
Reflex neuralgia, 

,, neuroses in chronic nasal 

catarrh, 
,, causes of, 

Retropharyngeal abscess, 

goitre, 

hnematoma, . 
sarcomata, 
Rhagades, 
Rhineurynter, or rhinobyon, of St 

Ange, 
Rhinitis, acute catarrhal, 
chronic, 

,, atrophic, 227, 
,, hypertrophic, 
chronica atrophicans 

fcetida, 
diphtheritic, . 
phlegmonous, 
Rhinoliths, 
Rhinoscleroma, 
Rhinoscopy, anterior, . .81, 

,, posterior, . 78, 

Richardson on sodium cthylate, 
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49 

274 

128 

72 
216 
230 

230 
232 

136 
190 

184 
188 

32 

258 
220 
227 
238 
228 
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246 

244 
260 
236 
208 
208 
289 
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Rima oris, 


I 


Rivini, ducts of, 


57 


Rose fever. 


224 


Rosenmuller s fossa, . 


. 72.81 


Saliva, function of, 


57 


Salivary calculi. 


67 


,, glands, diseases of, 


56 


,, ,, tumours of. 


66 


Salivation, 


57 


,, in chronic rhinitis. 


230 


Sarcinse in mouth. 


43 


„ pharynx, . 


. 183 


Sarcoma of nose. 


263 


,, tonsils, 


188 


, , retropharyngeal. 


188 


Schech's post-nasal forceps. 


no 


Schnciderian membrane. 


204 


„ „ dryness of, 273 


Schroetter's dilating tubes. 


94 


,, use in diphtheria, 168 


Schuller, case of new born infant 


with nasal diphtheria. 


246 


Scotoma, scintillating, in chronic 


rhinitis. 


230 


Scrofula of nose, 


251 


,, pharynx, . 


178 


Semon, examination of naso- 


pharynx, . 


107 


, , on use of cocaine, 


291 


Septic diphtheria, . ] 


147, 154 


Septum narium, . 80, 


201, 210 


,, crests or spines 


on, . 


218, 264 


,, deviations of 


217 


,, phlegmon ofj . 


245 


Sexual organs, diphtheria of. . 


'53 


Skin, diphtheria of, 


153 


Smell, nerves of, 


204 


Snare, for nasal polypi. 


266, 2S8 


Sodium elhylate, for polypi, . 


289 


Soft palate, adhesions of. 


90 


,, chronic catarrh of, 


"5 


,, gumma of. 


^1Z 


,, paralysis of, 


160, 196 


,, phlegmon of, 


133 


,, tumours of. 


188 


Soor, or thrush of mouth. 


38 


., ,, of nose, 


253 


,, ,, of pharynx, 


181 


Spasm of constrictors of pharyn 


X, 196 


,, masseter, 


53 


,, oesophagus, . 


196 


,, soft palate, . 


196 


,, tongue, 


53 


Specula, nasal. 


210 


,, Zaufal's post-nasal, . 


81 


Sphenoidal sinus. 


207 


,, diseases of, . 


280 
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PACK 


Sphenoidal sinus, empyema of, 


281 


Tongue, tumours of, . 


• 


48 


,, neoplasms of, 


281 


Tongue-tie, 


V 


7 


,, tuberculosis of. 


280 


Tonsillitis, 


• 


96 


Spinal column, exostoses of, . 


190 


,, interstitial retracting. 


174 


Sprays, 


85 


Tonsillotomy, . 


• 


130 


Steele, operation on septum, . 


219 


,, in pharyngeal phlegmon, 


. 136 


Stenosis of pharynx from cicatrices 


» 91 


Tonsil stones and plugs. 




187 


Stenson*s duct, 


56 


Tonsils, 




73 


Stoerk's blennorrhoea of respiratory 




,, catarrh of. 




96 


mucous membrane. 


232 


„ concretions in, 




187 


,, prognosis of, . 


242 


1, gumma of, 




174 


„ treatment of, . 


244 


,, hypertrophy of, 
,, phlegmon of, . 


116, 


122 


Stomacace, 


21 




133 


Stomatitis, catarrhal, . 


s 


„ sarcoma of. 






,, diphtheritic, 


27 


,, tumours of, 




188 


,, exudative, . 


13 


Tooth formation in nose. 




264 


ft gangrenous. 


27 


Toxic angina, . 




95 


,, mercurial, . 


18 


Trachea, diphtheria of, 




»52 


,, phlegmonous and par- 




,, stenosis of, from diphtheria 


»i59 


enchymatous. 


II 


Tracheal diphtheria, . 


• 


152 


„ scorbutic, . 


19 


„ wound, diphtheria 


of, 


159 


,, ulcerative, . 


17 


Tracheotomy in diphtheria, 


• 


168 


Stomato-mykosis sarcinae. 


43 


,, glossitis. 


• 


13 


Strawberry tongue, 


2 


„ goitre. 


• 


191 


Struma, retropharyngea, 


190 


,, pharyngeal phleg- 




Sublingual cysts, 


49 


mon, 


• 


136 


„ gland, 


57 


Transfusion, Duncan's method. 


287 


Submaxillary gland, 


57 


Traumatic ulcers of mouth, 




23 


,, diseases of. 


67 


Trismus or lockjaw. 




53 


Suppurating pharyngitis. 


131 


Tuberculosis of mouth. 




35 


Symptomatic ozoena, . 


242 


„ of nose, . 




250 


Syphilis of the mouth, 


31 


,, of pharynx. 




176 


,, of the nose. 


247 


„ of sphenoidal sinases. 


280 


,, of the pharynx. 


172 


,, of tongue. 




35 


Syphilitic angina, 


172 


Tumours of mouth. 




44 






,, of nose, . 




261 


Taste, nerves of. 


4 


,, of pharynx, . 




188 


Testing sense of smell, 


274 


,. of tongue. 




48 


Therapeutics, general, of nose. 


212 


Turljinated bones. 


203, 


210 


„ pharynx, 


83 


,, amputation of ends. 


23s 


Thrush in children, treatment 




,, cavernous spongy 




of, . . 41, 


285 


tissue covering. 


205 


„ of mouth. 


36 


,, defects and deformities 


,, of nose. 


^53 


of. 


• 


217 


,, of pharynx. 


181 


,, in rhinoscopic i 


mage. 


80 


Tissue, diphtheria. 


146 


,, occasional presence 




Tongue, anomalies of, 


7 


of a fourth. 


203, 


217 


„ cancer of, 


48 


,, phlegmon of. 




245 


,, congenital absence of. 


7 


Tylosis linguae. 




44 


,, fur of. 


2 


Typhoid parotitis, 




64 


„ method of examining. 


6 








,, muscles of, . 


5 


Ulcerative stomatitis, . 




'7 


„ papillae of, 


2 


Unna, map-tongue, 




25 


,, paralysis of, . 


54 


Urbantschitsch on chorda ty 


m- 




„ spasm of. 


53 


pani, 




285 


,, structure of, . 


5 


Urine in diphtheria, . 




149 


,, superficial excoriation of, 


24 


Uvula, 




73 


„ syphilis of, . 


32 


,, bifida, . 


• 


89 


„ tuberculosis of. 


35 


,, extravasation of blood into, 


184 
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Uvula, hjTpertrophy of, . 122 

„ inaications for amputating, 129 

Variola of the mouth, . . 15 

,, pharynx, . 142 

Vasomotor neurosis of pharynx, 195 
Vegetations, adenoid, . . 104 

Vertigo in chronic rhinitis, • 231 
Vesicular stomatitis, . . 13 

Vestibulum oris, . . i 

Vicarious epistaxis, . . 256 

Voice, eflfect of chronic pharyngitis 

on, . . 121 

,, „ diphtheria on, . 149 

Von Troeltsch, method of gargling, 286 



Water cancer, or noma, 
Weber's nasal douche, 
Wharton's duct. 



28 
212 

57 



TAGS 

Wintemitz, experiments on blood 

pressure, ... 83 

Wolfsrachen, or wolfs jaw, • 7, 89 

Yeast in oral scurvy, . . 20 

Zaufal's nasal spatula, . . 2ri 

„ snare for naso-pharyngeal 



•• 



polvpi, . • 270 

specula, . . 81, 210 

2>:nker, thrush fungus in brain, 40 

Ziem, treatment of atrophic rhin- 
itis by ventilation, . . 243 
Zittmann's decoction, • . 34, 285 
Zuckerkandl, classification of 

mucous polypi 
of antrum, • 278 
on function of spongy 
tissue, . 205 
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